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The purpose in writing this paper is once more 
to draw attention to the many advantages of the 
Wertheim radical operation for cancer of the uterus. 
Up to this time the results from operations for can- 
cer of the uterus have been most discouraging. Not 
to exceed 10 per cent. of the hysterectomies for 
cervical cancer have remained free from recurrence 
for a reasonable time, and this 10 per cent. probably 
represents the cases of cancer of the portio vagin- 
alis cervicis and of the fundus uteru. 

We still occupy the position with reference to 
cancer, which we occupied with reference to tuber- 
culosis previous to Koch’s paper on the tubercle 
bacillus in 1882, but while we do not know the 
cause of cancer, we are still in possession of certain 
facts from our clinical and pathological studies 
which are sufficient to guide us in our technic and 
in the selection of an operation. We know that 
there is a difference in the malignancy of cancers— 
such an evident difference that we may speak of 
benign cancer. We may distinguish cancers which 
in their clinical history are comparatively benign 
and malignant cancers which earlier and more 
rapidly and broadly produce metastases. 

The malignancy or benignancy of a cancer de- 
pends not only on its cellular structure, but more 
particularly on the organ or part of the organ which 
it involves. 

Baisch (Med. Korrespondenzblatt Wiirtenb. 
Aerzt. Landes Ver.) reports that in 120 abdominal 
operations done for uterine cancer at the Tiibingen 
Frauenklinik, operable cases showed no pelvic glan- 
dular involvement in cancer of the fundus. Thirty 
per cent. of the cases of cervical cancer had meta- 
static glandular involvement, while in those cases 
where the portio uteri was the seat of the disease 
the parametrium was found involved two times 


* Read before the Indiana State Medical Society, May, 1906. 


more frequently, and the pelvic glands three times 
more frequently, than in cases where the portio 
vaginalis was the seat of the disease. 

We further know that in cancer of the uterus 
fixations of the organ and infiltrations are frequently 
due to inflammatory reaction from secondary in- 
fection. Adhesions and fixations are not necessarily 
cancerous, and thus many cases supposed to be 
inoperable are amenable to a proper surgical pro- 
cedure. 

We know, too, that cancer is infectious and 
must be treated just as carefully as we would treat 
a suppurating area, in the protection of the field of 
operation. Stitch hole cancers and reimplantations 
by the knife are within the experience of most 
operators. 

The status of cancer of the uterus may be very 
properly compared with that of cancer of the breast. 
With simple removal of the breast and even exam- 
ination of the glands in the axilla the number of 
operative cases remaining free from recurrence, 
local or remote, for a period of three years was less 
than 20 per cent. 

Following the improved technic with removal of 
the glands in the axilla and of both pectoralis mus- 
cles and opening the supraclavicular space, we now 
have 51—53 per cent. of the cases of breast am- 
putations remaining free from recurrence for over 
three years, and these including cases which would 
otherwise have been rejected as inoperable under 
the old technic. 

No operator would amputate a breast without 
considering the neighboring structures and glands, 
and just so, in the near future, will no operator 
excise a carcinomatous uterus without considering 
the parametrium and pelvic glands except in the 
early stages of the more benign cancers of the 
uterus. 

The radical operation affords an inspection of the 
pelvic glands and, what is more important, the safe 
excision of parametric and paravaginal tissues in 
full view of the exposed ureters. Portions of the 
bladder and rectum and ureters may be, and have 
been, successfully removed, while at the same time 
they are protected from accidental injury. 

The accompanying illustration of a uterus re- 
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moved by the Wertheim method nicely shows the 
advantages of the operation. Note that the excision 
is made through healthy vaginal tissue which is 
clamped off, thus avoiding danger of reimplanta- 
tion and infection. 

By this operation return of the disease in the 
vaginal scar is the exception and not the rule. Note 
further the broad excision of the parametrium. 

Specimen No. 1. Carcinoma Colli Uteri. (Fig- 
ure 1.) In this case, a woman some years past the 
menopause developed irregular hemorrhages and 
foul, watery discharges, lost in weight, and became 
cachetic in appearance. 

Examination revealed cervical endometrium 
breaking down and bleeding on touch, with soft, 
necrotic area at about the internal os; uterus fixed 
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Uterus removed by Wertheim’s operation. Drawn from 


Fig. 1. 
photograph, 

by infiltrations in both broad ligaments. Several 
suspicious glands were removed along the iliac ves- 
esls. Note the broad excision of the parametrium ; 
the uterine vessels having been divided at a consid- 
erable distance. Also note that sufficient vaginal 
tissue remains with the uterus to insure excision 
through healthy structures. 

Specimen No. 2. Carcinoma Colli Uteri, re- 
moved from a woman 55 years of age. First symp- 
toms noticed about a year before the operation. In 
this case vaginal examination revealed a large 
sloughing mass involving the cervix and vault of 
the vagina. The examination brought about such a 
hemorrhage that the vagina had to be tamponed for 
hemostasis. The bladder seemed to be involved and 
the case had been declared inoperable. The “blad- 
der involvement” proved inflammatory in charac- 
ter, and the specimen was removed by the typical 
procedure. 

Case 3 is also one of carcinoma portionis uteri, 
with a fixed uterus. A considerable excavation 


existed at about the internal os, which was almost 
perforated into the peritoneum by curettage and 
cautery. 

I may be excused from again reporting the first 
two operations by this method which I had the 
good fortune to see while in Vienna, for they are 
very instructive. It was these two cases among 
others. from the great clinic’ r-aterial of Prof. 
Wertheim, which led me to adopt this operation, at 
least for the more malignant cancers of the uterus, 
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Fig. 2. Wertheim’s operation. First step. Ur, ureter. O, ovary. 
U, uterus. 

and for such cases as I had previously turned away 

without hope as inoperable. 

The histories of the following two cases, as well 
as the illustrations and description of the operative 
technic, are abstracted from the hospital records and 
literature furnished me through the kindness of 
Prof. Wertheim. (Archiv. fiir. Gynaekologie, Bd. 
65.). 

Case 1. K. K. Kaiserin Elizabeth Hospital, 
Bethena Stifftungs Pavilion. Carcinoma portionis 
uteri. Frau A. E., age 58, married, washer-woman. 
Climacteric at 47. Felt well to within last three 
months. At that time severe exertion caused pain 
in abdomen, which soon became intensified and lo- 
calized itself in the lower pelvic region. At the 
same time vaginal hemorrhages, often repeated. 
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Watery vaginal discharge. Bowels and urination 
normal. Loss of flesh very marked in last few 
months. Lungs and heart, normal. Carcinomatous 
nodules extending deep into uterus. Both broad 
ligaments resistant. Douglas’ pouch especially 
hard. Uterus only very slightly movable. 

After very thorough curettage and application of 
Paquelin cautery, a cavity was left, extending deep 
into the uterus. 

Laparotomy by Dr. Micholitsch: Bladder and rec- 
tum free. Posterior peritonitic adhesions inflamma- 
tory. Ureters not indurated. Parametrium resist- 
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Fig. 3. Wertheim’s operation. Third step. 
ant on both sides and uterus fixed thereby. How- 
ever, by the typical procedure the operation was 
successfully accomplished. Parametric and para- 
vaginal tissues were broadly excised. Some glands 
at the bifurcation of the vessels were excised but 
they were evidently not cancerous. Peritoneal 
closure covering bladder and pelvis. In consequence 
of far-reaching excision of parametrium both ure- 
ters, especially the right one, were extensively un- 
dermined> Recovery uneventful, except a slight cys- 
titis, which yielded to irrigations. Before this ab- 
domen was opened, I had expressed an opinion that 
the case was inoperable because of involvement of 
neighboring structures. I have turned away many 
such cases with fixed uteri and apparent involve- 


ment of neighboring organs which Ly this operation 
would have had a very fair chance for recovery. 

Case 2. Carcinoma portionis uteri. Frau S. E., 
age 39, housewife. Menses were regular until 
within two months, every four weeks, lasting six or 
seven days. For the last two months menses ir- 
regular. Profuse hemorrhages during last month, 
backache. Eight normal accouchements, last one 
three years ago. Puerperium, said to have been 
febrile. No vesical disturbances. Some trouble 
with bowels. 

Extensive portio cancer. 


Bleeding freely and 
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Fig. 4. Wertheim’s operation. Third step. 


fixed toward the left pelvic wall. After excochlea- 
tion with curette and cautery (Pacquelin), a very 
large cavity is left, extending beyond the internal 
cs into the uterus and into fixation towards left pel- 
vic wall. 

Operation by Prof. Wertheim. Abdomen opened. 
Immediate discovery of hard carcinomatous gland, 
size of plum, in left division angle of iliac vessels. 
Ureters and bladder free. Operation done in typi- 
cal form. The left parametrium, into which carci- 
noma cavity extended, was divided with some diffi- 
culty. The disease glands adherent to external iliac 
vein and hypogastric artery. The vein was freed 
all around and hypogastric resected. Peritoneal 
closure over bladder, as per modification by Koenig. 
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Operation, 114 hours. Pulse, go to 120 first day. 
Recovery uneventful, except slight cystitis. Urina- 
tion spontaneous, 

Now in this case, the uterus could be brought 
down, although there was some fixation on left side. 
The womb was more or less movable and yet there 
was great involvement of the pelvic glands, in 
marked contrast with Case 1. By any but the ab- 
dominal route both these cases were inoperable, al- 
though I have attempted, and apparently success- 
fully, the removal, by the vagina, of such a uterus 
as in Case 2. How useless a vaginal section, how- 
ever broad and extensive, with such glands high up 


Fig. 5. Wertheim’s operation. Fourth step. 


in the pelvis! Prof. Wertheim assured me that re- 
appearance of cancer in the vaginal scar after this 
operation is the exception. This procedure prac- 
tically eliminates re-involvement of the vagina and 
at the same time secures accessibility to secondary 
pelvic deposits. 

The Wertheim operation is performed as follows: 
Step No. 1. After a median incision from 
the symphysis to the umbilicus, with the pa- 
tient in exaggerated Trendelenburg position, the 
uterus is grasped with volsella and drawn forward. 
Now an assistant draws the adnexa forward and to 
the sides. As a rule, the ureters can be seen under 
the peritoneum. The peritoneum over the ureters 


is picked up with pincettes and split. If the ureters 
cannot be seen, their course is typical and splitting 
the peritoneum in their direction will bring them to 
light. The peritoneum is split over the ureters in 
this manner until the parametrium is reached. (See 
Figure 2.) 

Step No. 2. The uterus is drawn towards the 
umbilicus. The bladder is separated at the vesical 
fold ; ligamenta rotunda, infundibula pelica and lata 
are ligated and divided. 

Step No. 3. The finger is passed through the 
parametrium so as to protect the ureter, the tip of 
the finger going through to the point just where 
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Fig. 6. Wertheim’s operation. Fifth step. Clamping the vagina. 


the ureter enters the bladder, in such a manner that 
the uterine artery lies over, while the ureter lies 
under the finger. The artery is now ligated and di- 
vided. This is repeated on the other side, laying 
bare both ureters. (See Figures 3 and 4.) 

Step No. 4. The uterus is drawn toward the 
symphysis so as to put sacro-uterine ligaments in 
state of tension. (See Figure 5.) The peritoneum 
over the posterior vaginal wall is split and the rectal 
wall separated, which is easily accomplished; the 
sacro-uterine ligaments are divided as near the pel- 
vic wall as possible and bleeding vessels are caught 
with hemostatic forceps and ligated. 

Step No. 5. The bladder is separated from the 
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anterior vaginal wall. This can readily be done to 
almost any extent. The vagina should be swabbed 
by an assistant so that no infectious material will 
remain in the canal to soil the peritoneal cavity 
when it is divided. Then, after the vagina is sepa- 
rated on all sides until it remains a simple tube, it is 
grasped with two angular Wertheim forceps and 
clamped off below the cancerous tissues. (See Fig- 
ure 6.) 

Step No. 6. The vagina is divided by cutting 
across the lower border of the angular forceps. The 


SQW = 
SSN 


inA 


Fig. 7. Wertheim’s operation. Sixth step. Stitching the vagina. 


border of the vagina is then stitched as shown in 
Figure 7. 

Step No. 7. The large vessels are laid bare by 
splitting the peritoneum, and the glands and fatty 
tissues are removed. The subperitoneal tissues are 
drained with gauze through the vagina and the vesi- 
cal peritoneum is joined to that of the posterior pel- 
vic wall. For laying bare the ureters I have devised 
a pair of scissors with the pelvic curve which I find 
of great assistance. (Figure 8.) When the bladder 
is involved I found it best to remove part of the 
bladder with the vaginal wall and if necessary reim- 
plant the ureter (Figure 9) rather than run the risk 
of infecting the field of operation, by cutting through 
the cancerous tissue by subsequent resection of the 
bladder. 


CaseE 3. Diagnosis, cervical cancer (portionis 
uteri). Mrs. M., age 43. Mother died of cancer of 
breast. Brother and sister both living and healthy. 
Menses regular, every four weeks, lasting five days. 
During the last two years, occasional metrorrhagia. 
For the last five months some watery discharge, oc- 
casionally pinkish in color and with some odor. Has 
suffered more or less with pain in the left side and 
back for the last two years. For the last two months 
severe pelvic pain. During the the last twelve days 
required morphin regularly every four to six hours. 
Temperature runs from normal to 100° F., occa- 
sionally 102°. 

The uterus is small, firmly fixed by a mass on the 
left side extending to the bladder and vaginal vault 
anteriorly. Right broad ligament fixed. Portio 
vaginalis shows some old lacerations. It does not 


Fig. 8. Author’s pelvic peritoneum scissors. 


bleed on examination. It is more or less nodular 
and indurated. After curettage and cauterization 
of the cervical canal the abdomen was opened. 

Operation—Immediately on opening the abdo~- 
men the left ureter was found dilated and distended 
to the size of my little finger throughout its entire 
length. Right ureter normal, but undermined near 
its entrance at the broad ligament. Sacro-uterine 
ligaments infiltrated near uterus. Bladder consider- 
ably involved at left ureter. 

Notwithstanding the apparent hopelessness of 
the case, and considering the extreme suffering of 
the patient, the operation was attempted and com- 
pleted by the typical method of Wertheim, except 
that a part of the bladder, as large as a half dollar, 
was excised, together with one and one-half inches 
of the left ureter. The right broad ligament was 
excised with some difficulty, because of parametric 
involvement near the right ureter. The bladder 
was closed with fine chromic catgut in several 
layers through the muscularis. The ureter was re- 
implanted into the bladder by a method which I 
have used several times during the last eight years 
and which I believe recommends itself because of 
its simplicity and rapidity: A long pointed hemo- 
static forceps was passed into the bladder through 
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the urethra by an assistant and made to press upon 
the bladder wall. At the point of implantation a 
small incision over the end of the hemostatic al- 
lowed it to penetrate the bladder wall. The ureter 
was now grasped by the hemostat and drawn into 
the bladder about one-half inch, the end of the 
ureter having been incised in its long axis to pre- 
vent stenosis. A few interrupted silk stitches were 
now placed to fix the ureter, and the forceps was 
withdrawn. The peritoneum was now replaced 
after the method described, except that the bladder 


. Author’s method of reimplanting ureter. 


was fixed to the pelvic peritoneum high up so that 
all tension was removed from the implanted ureter, 
to prevent it from being torn loose by any act of 
vomiting or other intraabdominal strain. 

In the first series of thirty cases operated upon 
by Wertheim, twelve died, but in the second series 
only five died as a result of the operation. The 
causes of death in these instances were in two cases 
ileus without any demonstrable peritonitis, in one 
case acute miliary tuberculosis, in one case shock, 
and in one case pyelonephritis as a result of double 
ureter necrosis. Improvement in the statistics in the 
second series is due to the perfected technic. 


Déderlein, Tiibingen, says the operability of can- 
cer of uterus from 1897 to 1901 was 45 per cent. 
by the vaginal method, and in the last two years by 
Prof. Wertheim’s method it has reached 60 per cent. 
A number of cases in Wertheim’s series, where can- 
cerous pelvic glands were removed, remained still 
free from cancer two and one-half to three years 
after operation. In Tibingen 44 per cent. of cases 
remained free from recurrence over two years, while 
the immediate mortality has been reduced from 16 
per cent. to less than that of vaginal operation. 

Franz (Halle) reports thirty-four operations, 
seven deaths—mortality 20 per cent. The deaths 
were due to infection in six cases and to shock in 
one case. In twenty-four cases the glands were ex- 
tirpated, and of these cases in eleven the glands were 
found malignant on microscopic examination. (32.4 
per cent.) These eleven cases could have had no 
hope from vaginal operation. 

In Halle up to 1903, there were 283 radical 
operations with fifty-four deaths. Mortality, 23.3 
per cent. And in 184 cases, in 68 (36.9 per cent.) 
the glands in the pelvis were carcinomatous, hence 
these 68 cases could not have had any hope from 
vaginal operation. 

Franque (Prague) reports 46 operations for can- 
cer of the uterus. Of these 29 were abdominal, with 
a mortality of 17.2 per cent., and 17 vaginal, with a 
mortality of 5.8 per cent. 

While the radical operation would seem the only 
rational procedure we must still consider its high 
immediate mortality. However, in Tiibingen the 
mortality, which was 16 per cent., is much less at the 
present time. 

Since early cancer of the corpus and portio vagin- 
alis is of the less malignant variety the vaginal 
route should still be employed. For cancer of the 
portio uteri, the more malignant carcinomata, the 
Wertheim operation should be the operation of 
choice, and in all advanced carcinomata, an attempt 
should be made to rescue the patient from the 100 
per cent. mortality of either the vaginal operation 
or of no operation at all, since many cases of so- 
called inoperable cancer easily come within the range 
of this technic. 
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THE RATIONAL TREATMENT OF FEVER 
IN THE PUERPERIUM.* 
By M. Brickner, M.D., 
Adjunct Attending Gynecologist, Mount Sinai Hospital, 
NEW YORK. 


In the practice of medicine and surgery in gen- 
eral, certain underlying principles, scientifically ap- 
plied, must always be the guides to the treatment of 
disease. This holds true of internal medicine, of 
surgery, and of all the specialties. Without a diag- 
nosis, treatment is either futile or harmful. Diag- 
nosis is made with the aid of two great factors,—the 
history of the patient and of his illness, and the re- 
sult of the physical examination. 

It has always been a source of mystery to me 
why such striking contrast should exist between all 
the other branches of medicine and the particular 
subdivision which has to do with fever arising dur- 
ing the puerperium. We are not contented, for in- 
stance, in internal diseases, unless we have finely 
drawn and accurate distinctions in diagnoses ; while 
we have been accustomed to satisfying ourselves 
with the promiscuous label “puerperal sepsis” when 
a parturient woman becomes subject to infection of 
one kind or another, totally ignoring the basic 
lesions. As a result of this anomalous condition, the 
treatment of affections accompanied by fever in the 
puerperium has been wofully misunderstood or mis- 
interpreted. There is not and cannot be any routine 
treatment of puerperal sepsis as an entity. As in all 
other phases of disease, correctness or efficiency of 
treatment depends upon a correct interpretation of 
the cause of the fever, and upon an efficient applica- 
tion of therapeutic measures adapted to the various 
types of disease which manifest themselves during 
the lying-in period. 

Since this paper is intended to be exclusively 
practical, I shall avoid the discussion of the preven- 
tion of septic conditions as far as it relates to the 
ante-partum period, and shall content myself with 
submitting to you a brief outline of some of the 
varieties and forms of fever as they arise during 
labor and in the puerperium. It may not be amiss, 
however, first to say a word as to the methods of 
diagnosticating these conditions. A general physi- 
cal examination is absolutely essential, for the 
pyrexia may well have its source in a labor pneu- 
monia, in a pulmonary infarct, in a mastitis or in a 
thrombo-phlebitis of the femoral vein, and these all 
without any septic source in the genital tract itself. 
Moreover, it is by no means rare to have a typhoid 


* Read, by invitation, before the Williamsburgh Medical Society, 
January 9, 1907. 


fever, malaria or any of the acute infectious dis- 
eases make itself known during the puerperium as 
well as at any other time. But even if any of these 
conditions is present, the local examination must 
never be omitted. -And this must include not only 
a complete and thorough bimanual examination, but 
an inspection of the visible parts of the genital tract 
as well. Take advantage, if possible, of the micro- 
scopic aids to diagnosis also. A leucopenia where 
a leucocytosis was expected, in a recent consultation 
case, turned the diagnosis from sepsis to typhoid 
fever. A negative culture from the intrauterine 
contents and a negative blood culture, will often 
prove of comfort while the exact diagnosis is still 
sub judice. Positive cultures, too, are valuable not 
only in establishing positive diagnosis, but in sug- 
gesting the line of treatment to be followed. 

We shall have a better comprehension of what to 
do in the different varieties of fever in the puer- 
perium if we sketchily go over the types of patho- 
logical conditions. We must first make the great 
subdivisions of extra-genital and intra-genital sep- 
sis. Under the former, the principal lesions en- 
countered will be mastitis and phlebitis of the fe- 
moral veins. The treatment of inflammation of 
the breasts has become much simplified of late 
by making small incisions only to permit the es- 
cape of pus and by applying the Bier suction treat- 
ment thereafter. The treatment of the breasts be- 
fore the inflammatory mass has broken down is best 
accomplished by ice-bags and properly applied mas- 
sage; but the ideal treatment is prophylactic, by 
keeping the nipples scrupulously clean during preg- 
nancy and during the nursing period and promptly 
and efficiently attending to cracks and fissures in 
the nipples when they arise. For this purpose I 
have found nothing equal to a 30% ichthyol oint- 
ment in white vaselin, compelling the child to 
nurse through a nipple shield as long as it is applied. 

Phlebitis of the femoral vein or veins is a com- 
plication which, although it may give rise to high 
temperatures, is not necessarily on that account of a 
septic nature. I have found it particularly liable to 
occur in women with rapid labors and in those who 
have varicose veins of the leg. It is an unavoidable 
complication and if it is not of a septic nature, will 
usually yield to rest, elevation of the leg and the ap- 
plication of heat or cold. 

The conditions which most interest us, however, 
are those of intra-genital sepsis. These again may 
be subdivided into two groups, the extra-pelvic 
lesions and the intra-pelvic. The former include 
vulvar and vaginal forms of sepsis and conditions 
in the abdominal wall, such as necrosis. This I can 
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dismiss in a word, as it is always secondary to 
necrosis of the cervix and its adjacent structures 
and is in all instances due to undue pressure exerted 
by instruments during labor. The vulvar lesions 
arise by infection of parts injured during labor. 
They may be nothing but bruises covered by a dirty 
gray membrane, or there may be a moderate or ex- 
tensive necrosis of tissue. The vaginal injuries are 
usually of the same general nature, although here, 
too, the gonococcus may play an important role. 
At this point, I may be permitted to emphasize one 
of the most important elements of this brief address. 
It is in this class of cases that the gravest error is 
often committed by him who is not a careful ob- 
server. The physician is not satisfied with finding 
merely the external genitals involved as I have 
described them; but on finding his patient with a 
moderate rise of temperature, preceded perhaps by 
a chill, he proceeds at once to give an intrauterine 
douche, with the result of carrying the infecting 
material from the vulva, where it was harmless, into 
the uterus, where it may become fatal. Some of 
the most violent cases of uterine sepsis which I 
have seen in consultation and hospital practice, have 
originated in this manner. The treatment of vagi- 
nal or vulvar sepsis is of the simplest kind. A mild 
antiseptic vaginal douche may be given (lysol, sub- 
limate), an iodoformized gauze strip is to be laid in 
the vagina, and the vulva covered with a bland wet 
dressing (boric acid, liquor Burrowii). But the 
vaginal douche must never be given until the vulva 
has first been cleaned. 

Turning now to the intra-pelvic conditions giving 
rise to sepsis, we may have involvement of the cer- 
vix, the uterus, the tubes and ovaries, the para- 
metria or the peritoneum. It is in this anatomical 
field that one encounters those cases in which ab- 
solute knowledge of the pathological process is es- 
sential if the patient is to be helped; although I 
regretfully confess that even with this knowledge, 
we are often unable to be of the slightest service 
in averting a fatal termination. 

Since the short time at my disposal prevents a 
thorough consideration of all the phases of sepsis 
invading the upper part of the genital canal and the 
peritoneum, I prefer to confine myself to the treat- 
ment of some of the septic conditions of the uterus, 
the appendages and the parametria. 

Taking up the uterus first, there are three condi- 
tions concerning which I shall speak. The first is 
a condition arising ante-partum, concerning which 
much confusion has existed. I refer to premature 


rupture of the membranes which is not followed 
within eighteen to twenty-four hours by labor pains. 


Under these circumstances, unless the most rigid 
aseptic measures are preserved, and the vulva is 
adequately protected, a direct line of communication 
exists between the external world and the interior 
of the uterus. Infection is thus easy, but is, as a 
rule, of the sapremic variety and subsides under the 
appropriate treatment of intrauterine irrigation. 
The prophylactic treatment of this condition is to 
induce labor if it does not spontaneously begin 
within twenty-four hours after the rupture of the 
membranes. 

The next of the uterine forms of puerperal in- 
fection to be considered is also one concerning © 
which there has been much misunderstanding and 
an enormous amount of useless therapeutic en- 
deavor. This is retained secundines,—either of 
small portions of placenta or of shreds of mem- 
branes. I shall go somewhat deeply into this theme, 
for its importance deserves thorough discussion. 
The attending physician always knows, or should 
know, whether or not the entire placenta and its 
appendages have come away, for no accoucheur per- 
forms his entire duty to his patient unless he 
examine the placenta and the membranes with the 
greatest minuteness after their delivery. The coty- 


jedons should be complete and the membranes intact 


except for the opening at the site of rupture. It is, 
however, a false theory that advises entrance into 
the uterus for a small piece of placenta or for a 
shred of membrane. These will eventually come 
away by themselves without giving rise to any dis- 
turbance if the labor has been conducted aseptically 
or if the uterus has not become the site of an infec- 
tion before labor. The hand inserted into the uterus 
is more dangerous than the small piece of placenta 
or secundines. 

Let us now assume that the physician has thor- 
oughly satisfied himself at the time of labor that 
the placenta and secundines were delivered in their 
entirety. In three or four days, the patient has an 
elevation of temperature, with or without a chill. 
What is the routine treatment as generally prac- 
ticed? It is to curette the uterus. This is, perhaps, 
one of the most serious and often fatal blunders 
that can be made. There is no object in curetting 
an empty uterus, and the result obtained is usually 
only to break down the protecting barrier with 
which the blood sinuses and lymph channels have 
been provided. There is but one condition in which 
it is wise or safe or sane to curette the puerperal 
uterus,—that is when it is positively known that 
portions of placenta have not come away. If there 
is doubt about it, it is even better to leave the pla- 
centa in place than to curette without proper assist- 
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ance, and without aseptic conditions. I saw a 
uterus but two weeks ago in which a placenta had 
been retained for a year and a half with no bad 
symptoms except occasional menorrhagia. 

May I say one word more on the subject of 
curetting? The sharp curette is absolutely out of 
place in the soft and friable puerperal uterus. The 
blunt loop is the only instrument suitable to use 
under these conditions, and this can often be laid 
aside for the finger. But if a curettage is decided 
upon, let it be done cleanly, with proper assistance 
and, if necessary, with anesthesia. I truly believe 
that less harm is done by a retained placenta than 
by the curette used by the physician alone with the 
patient simply placed across the bed and the opera- 
tion performed with the same sang froid as a hypo- 
dermatic injection is given! 

I come now to the third of the uterine forms of 
sepsis which can be easily and successfully treated 
if the proper diagnosis is made. I have seen a num- 
ber of cases in which on the fifth, sixth and seventh 
day the patient has a chill followed by high fever. 
An examination quickly discloses the fact that the 
heavy uterus has fallen backward, lying either in 
retroversion or in retroflexion. Some years ago I 
described this condition as acute puerperal retro- 
version or retroflexion. Because of the position of 
the uterus, it is impossible for the lochia to es- 
cape and they rapidly putrefy. The condition of 
the patient may look very alarming but after a 
thorough intrauterine irrigation with salt solution 
and replacing of the uterus—keeping it in position 
with a good sized gauze packing in the posterior 
fornix—the patient will be on the high road to re- 
covery within twelve hours. This condition can be 
avoided by letting the patient lie on her side or on 
her abdomen frequently after the second day post- 
partum, and of course, she must do this daily if she 
has already suffered from a retroflexion in the puer- 
perium. There is no occasion for keeping women 
entirely on their backs during their lying-in period: 
they will avoid at least this form of sapremia. 

I would like to add one word as to the method of 
giving intrauterine douches. There is but one 
proper way. The cervix must be exposed by a tri- 
valve speculum or by Briesky’s orSimon’s speculum, 
then seized with a tenaculum or bullet forceps and 
brought well in view. The vagina, of course, must 
be first thoroughly cleansed. The cervix is then 
carefully wiped off with wet sponges and the intra- 
uterine douche point or catheter inserted. The 
method most‘in vogue, of placing the finger against 
the cervix and carrying the douche point through 
the vagina over the hand into the uterus, can ac- 


complish one thing with certainty—the carrying of 
infectious materials into the uterus from the vulva, 
the vagina and the hand. 

Let us now take up the tubes in their relation to 
puerperal sepsis. They are never involved alone. 
When they become the seat of an acute infectious 
process, there is always an accompanying peri- 
tonitis of a local type, and the tubes and intestines, 
and often the uterus, ovaries and bladder, become 
agglutinated into an inextricable mass. The main 
thing in these cases is to differentiate between tubal 
disease and parametritis. But it is not an essential 
thing to do so, for the subsequent course of the ill- 
ness will determine this differentiation and the treat- 
ment of both at first is identical. This consists only 
of rest in bed, ice-bags or heat over the lower part 
of the abdomen, and frequent, long, hot douches. 
They are to be operated upon in the acute stage 
never! An exudation into the parametria, it is true, 
may break down in the course of a few weeks and 
form a pelvic abscess, when it may be opened 
through the posterior fornix. But an acute pyo- 
salpinx must be left untouched until the process has 
become subacute or chronic. It is then safe to 
operate; it is usually fatal when attacked in the 
acute stage. 

I have already practically described the treatment 
of acute parametritis. The diagnosis is easy. One 
will find a large, heavy uterus, usually quite im- 
movable, imbedded in a dense, hard mass, which 
fills out’the pelvis on one or both sides and in the 
posterior fornix. Until, or unless this exudate be- 
comes purulent, hot douches and ice-bags are and 
should be, the only resort. 

It is possible, sometimes, in a rapid labor, for the 
lower uterine segment to tear and for a considerable 
hemorrhage to take place into one or the other of 
the broad ligaments. I have seen but three such 
cases in the past six years, so it is not of frequent 
occurrence. This hematoma may become infected, 
as it did in one of the cases I saw. There was the 
usual septic appearance of the patient and the usual 
phenomena of sepsis, which promptly subsided, 
however, upon incision and drainage of the pos- 
terior cul-de-sac. 

I have now discussed the more common and a few 
of the rarer conditions which give rise to fever dur- 
ing the puerperium. They have been related en- 
tirely in a practical manner which represents the 
fruit of my experience. I have purposely omitted 
mention of the fatal conditions, such as_ septic 
thrombosis and embolism, pyemia and septicemia, 
violent septic peritonitis, secondary septic endo- 
carditis, etc., for I thought it would be more valu- 
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able to submit for consideration those phases of 
puerperal fever which yield to suitable treatment 
when the diagnosis has been made. I wish it were 
possible, but it is not, for me to offer any sugges- 
tion for the treatment of those violent forms of sep- 
sis which mock at our efforts while carrying the 
patient to the grave. But I will say this: that the 
doctrine of Jaissez-faire has saved more than one 
woman, and the most unexpected results sometimes 
appear when one simply manages his case with 
stimulants, forced feeding, and the harmless meas- 
ures of local treatment. 

I have tried to give this impression: that puer- 
peral sepsis is no single entity; it may attack any 
or all parts of the genital tract ; the fever during the 
puerperium may arise in organs remote from the 
pelvis; no treatment can be successful which is not 
based upon a diagnosis of the condition that con- 
fronts the physician; simple, harmless measures of 
treatment are the best and the most efficacious. 
Above all, that man will achieve the best results in 
obstetrics, by avoidance of septic conditions, who, 
in the palace or in the hovel, goes about with an 
aseptic conscience. 
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A COMBINATION OF THE ENGLISH AND 
FRENCH OBSTETRIC LOCKS, FOR THE 
PREVENTION OF DANGEROUS COM- 
PRESSIONS OF THE FETAL HEAD 
BY FORCEPS.* 

By A. Ernest GALLaAnt, M.D., 

NEW YORK CITY. 


“The subject of this lecture relates to a branch 
of medical science, in which we are all interested; 
not only as men appointed to discharge the impor- 
tant duties of their profession, but also as members 
of society, who ought to look to the increase of it as 
a relative obligation tending to the preservation of 
that amiable part of creation, woman, from whom 
we derive our being and our greatest happiness.” 
The sentiments expressed in this elegant preamble 
are as forceful to-night as when first announced by 
Professor John Leake in 1773, when he presented to 
the profession his newly devised three-bladed for- 
ceps. (Theory and Practice of Midwifery, 3d Ed., 
p. I.) 

HISTORICAL. 

During the stirring times of the Huguenot perse- 

cution in France, William Chamberlen, with his wife 


* Read before the Medical Association of the Greater City of New 
York, December 17, 1906. 


Geneveve, and their three children, Peter, Simon 
and Jane, left Paris to settle in South Hampton, 
England, and there partook of their first communion 
on July 3d, 1569. 

“Three years later (1572) another son was born, 
and to the confusion of all biographers who have 
written upon the Chamberlens, he was named Peter. 
There were, therefore, now two brothers called 
Peter, the elder and younger.” (The Chamberlens, 
J. H. Aveling, 1882, p. 3.) For the sake of clearness 
and brevity, we may outline the “family tree” as 
follows: 

THE CHAMBERLEN Famity or “Man Mipwives.” 


Ist gen- 3d genera- 4thgen- 5th genera- 
eration. 2d generation. tion. eration. tion. 
William | Peter, elder Dr. Peter, | Hugh |Hugh, 
Peter, younger | Jr. Paul Dr. Walker, 
John grandson 
| of Peter, 


“In the year 1668, Francis Mauriceau, after an 
extensive practice for several years, in the Hotel 
Dieu and the city of Paris, published a treatise on 
midwifery, which exceeded everything before made 
public on that subject.” 

“Contemporary with Mauriceau were Dr. Cham- 
berlen (Peter, Jr.), and his three sons, who prac- 
ticed midwifery in London with great ‘reputation. 
One of these sons, Hugh (Sr.) father of the late Dr. 
Hugh Chamberlen (Jr.), translated the first volume 
of Mauriceau into English; and in a note upon that 
author’s method of extracting children by the help 
of the crochet and tire téte, affirms that his father, 
brothers (Paul and John), and himself were in 
possession of a much better contrivance for that 
purpose.” (Smellie, W., M.D., Theory and Prac- 
tice of Midwifery, 1779, i., p. xliv and xlv.) 

Hugh Chamberlen, Sr., in his translation of Mau- 
riceau’s Midwifery apologizes for not giving the 
secret on account of “my father and two brothers 
living that practice this art,” and goes on to say 
that “the aforementioned three persons of our fam- 
ily and myself can serve them in those extremities, 
with greater safety than others.” 

Smellie (ibid, xlvi) tells us “This was no other 
than the forceps, which they kept as a nostrum (as 
was the custom), and was not generally known till 
the year 1733, when a description of the use of the 
instrument was published by Chapman. Long before 
that period, indeed, several kinds of forceps, or ex- 
tractors, different from those mentioned by the 
Arabians, were used in France, Germany, and other 
places; but all of them fell short of the instrument 
of the Chamberlens, said to be contrived by the 
uncle.’ (Peter Chamberlen, the elder. ) 


March, 1907. 


GALLANT—OBSTETRIC FoRCEPS 


AMERICAN 75 
JOURNAL OF SURGERY. 


The first notice of the use of the Chamberlen 
forceps was recorded by Mauriceau, observation 
xxvi, Le 19 Aout, 1670 (Observations sur la Gross 
esse et l’Accouchement, t. ii, p. 23, 1738). 

Edmund Chapman, in his Essay on Improvement 
in Midwifery, London, 1733, reports fifty cases, 
and in his dedication says: “If I mistake not, I 
am the first Englishman that has written originally 
and professedly on this subject, one only excepted, 
who wrote about one hundred years ago, and that 
very indifferently.” 

On page 12, he modestly (?) says: “As to the 
former of these (the fillet), I must be silent in, as 
being entirely an invention of my own; nor shall I, 
I hope, be censured for so doing, any more than the 
great Dr. Chamberlen was for choosing to conceal 
the method, or secret whereby he could extract 
children in this case without hooks, where other 
artists were forced to use them.” 

“As to the forceps, which I think, no person has 
yet any more than barely mentioned, it is a noble in- 
strument, to which many now living owe their lives, 
as I can assert from my own knowledge and prac- 
tice.” (ib., p. 13.) 

Chapman apologizes in a postscript: “This essay, 
I confess, is more imperfect than it would otherwise 
have been, because I was informed that there was a 
Piece of Midwifery already in the Press, which was 
to be published in a little time. It is highly prob- 
able there may be something in this work which is 
advanced in mine; and I should, after this, have in- 
curred the censure of the town in publishing what 
was not wholly mine own. I chose, therefore, 
rather to let this make its appearance in a sort of 
Undress than to run the Hazard of being thought a 
Plagiary by deferring it any longer; for which 
some friendly allowance will be made, especially 
when it is considered that Truth and matter of fact 
need no gawdy Decorations.” 

The “Piece of Midwifery already in Press” was a 
book “Written by the late Mr. William Giffard, 
revised and published by Edward Hody, M.D., in 
which he reported 225 “Cases in Midwifery,” the 
dedication being dated July 30, 1733, thirty-one 
days before that of Chapman, though the former 
was not published until 1734. It contained cuts of 
Giffard’s Extractor, and the improved Extractor by 
Mr. Freke, these being the first illustrations of the 
English forceps we find on record. 

Owing to severe criticism Chapman, in his 1735 
edition of his Treatise of Midwifery, gave a descrip- 
tion, and included a cut of a forceps almost a fac- 
simile of that used by the Chamberlens. 

According to Rigby (London Med. Gaz., 1831, 


vii, 462), Chapman, in 1736, described his Improved 
forceps, with the now famous loose lock and the 
familiar hook on each handle. 

It is to this lock of Chapman, and its peculiar 
danger that I wish to direct your attention. 

THE EvoLUTION OF THE OsstTEtrRIC Lock. 

Aveling (p. 216) tells us that the two portions of 
the Chamberlen forceps were separable, and in this 
consisted the novelty and excellence of the instru- 
ment. 

“The two portions of the (original) instrument 
are united by means of a rivet, which can be un- 
screwed. Its head has not the usual notch in it, but 
is made oval.” (p. 221.) 

Dr. Hugh Chamberlen “was the last of that 
ancient family who practiced the Art of Midwifery 
in the Kingdom, except Dr. Walker, who is Grand- 
son to the aforementioned Dr. Peter Chamberlen, 
Jr. According to Dr. William Douglas, this Dr. 
Walker was the inventor of the English lock of 
midwifery forceps, for in a letter to Smellie (1748, 
p. 8) he says: ‘Dr. Walker pretended to improve 
Dr. Chamberlen’s instrument but in truth spoils 
them by making them male and female.’” (Aveling, 
p. 193). This we believe refers to the fitting of the 
two blades, the one into the other, as shown in the 
models of the Chamberlen forceps. It can hardly 
apply to the flanged lock of Chapman above referred 
to. It brings us to the subject now before us for 
consideration. 


Wuat Is THE DANGER INCIDENT TO THE CHAPMAN 
Lock? 


When forceps furnished with the Chapman or 
loose lock have been introduced and adjusted to the 
head, one of the following propositions will confront 
us: (a) If the cavity of the blades as a whole cor- 
responds to the size of the head within the grasp of 
the blades the handles will lock without difficulty or 
compression. (b) If the cranial diameters are 
greater than the cavity of the blades, in order to 
bring the handles together the head must be com- 
pressed, though in most cases within the limit of 
safety set by Ferran (Med. and Surg. Rep., Phila., 
1877, xxxvii, 446), as one-half inch. (c) If, how- 
ever, the cervix is only partially dilated or rigid, or 
the vagina and vulva undilated, or the pelvic inlet 
or outlet narrowed, when traction is made these 
structures will offer resistance to advance, and by 
pressure on the convexity of the blades force them 
together, imbed the tips well into the delicate cranial 
structures, compress the head with a force which 
has been determined by Delore’ to average about 
one-half of the traction power exerted, and result in 


76 AMERICAN 
JOURNAL OF SURGERY. 


GALLANT—OBSTETRIC FORCEPS 


March, 1907. 


depression or fracture, sometimes intracranial 
hemorrhage, and a disabled or dead infant. 

In this undue approximation of the blades lies the 
great danger especially as the maximum compres- 
sing force is exerted on that portion of the head em- 
braced within the tips, be it occipito-frontal, bi- 
parietal, bi-mastoid, or any diameter involving the 
base of the skull. 


MISDIRECTED EFFORTS FOR CONTROLLING COMPRES- 
SION. 

According to Hodge (Am. Journ. Obstet., 
1875-6, viii, 1) Edward Foster, in his Principles and 
Practice of Midwifery, 1781, placed “A stop or kind 
of nail, to pass from one handle to the other at their 
extremities for the excellent purpose of preventing 
too much pressure upon the head of the child.” 

Seventy-seven years later, George T. Elliott, of 
this city described “A new Midwifery Forceps, hav- 
ing a Sliding Pivot to prevent compression of the 
Fetal Head” (N.Y. Journ. Med., 1853, v, 3d s., 160- 
163). This pivot was placed between the handles, 
and could be adjusted in such a way as to hold the 
handles apart, and Elliott claimed that with his for- 
ceps “traction can be applied, and should be ap- 
plied by competent men, in well-selected cases, 
through an os uteri as yet barely dilated sufficiently 
to admit the blades separately, and that delivery may 
be subsequently effected by dilating, or lacerating, 
or incising the os and cervix uteri.” 

The pivot of Elliott was later supplanted by the 
now familiar screw-pin inserted in the proximal 
extremity of the handles, and catalogued as the 
“Bellevue” forceps, but the author of which we have 
been unable to determine. 

From our standpoint, neither the pivot nor the 
screw-pin during traction hold the blades apart, and 
they, therefore, wholly fail in “the excellent purpose 
of preventing too much pressure upon the head of 
the child.” 

How May We RecoGcnizeE DANGEROUS COMPRES- 
SION. 

In the construction of the obstetric forceps de- 
signers usually endeavor to adjust the width be- 
tween the blades and the aperture of the tips, so 
that when the average head is within the grasp of 
the forceps, they may be locked and’ the handles 
brought together without unwarranted compression 
of the head. Could this relation be maintained but 
little damage would result. 

Separation of the handles, near the lock, during 
traction, as an indication of excessive compression 
of the head within the blades, has been overlooked 
or but little importance has been attached thereto; 


yet it must be borne in mind that with the fulcrum 
now at the proximal extremity of the handles, and 
the extremity of the blades from 13 to 16 inches 
away, a separation of the handles near the lock of 
only % inch, will, in some forceps, bring the tips 
almost in contact, and result in very disastrous if 
not fatal compression. 
APPROXIMATION OF THE TIPS OF THE Forceps DUE 
TO LATERAL PRESSURE. 
Elliott’s McLane’s Mathews’ 


Forceps. Forceps. Forceps. 

Length ovéer all. ... 15% in. 13% in. 15% in. 
Handles locked, tips of 

ADATE 16/16 “ 16/16.° 12/16 “ 
Handles separated at lock, 

IDS? 10/16 “ 0/16 “ 5/16“ 
Handles, separated at lock, 

Handles separated at lock, 


Thus, by noting the separation of the handles 
near the lock we are advised of the extra appro- 
priation of the blades and may take warning ere we 
damage or destroy one of the lives entrusted to our 


care. 


STOHLMANN PFARRE & Co, == 


Gallant’s safety obstetric lock. A Shows countersunk notch in right 
blade; and set-screw passing through flange into shank of left 
blade. B Shows forceps locked, set-screw set, fixing blades 
so that they cannot be forced together by external pres- 
sure of the genital tract, thus avoiding undue com- 
pression of the fetal head. 


Can Excessive PRESSURE BE PREVENTED? 

1. The shoulder of the long-shank forceps, placed 
at the junction of the shank with the left blade, re- 
cently described by the writer, effectually prevents 
the blades from coming together any closer than 
they are designed to do when the handles are 
together and locked. With this shoulder on a long 
shanked forceps no amount of lateral pressure dur- 
ing traction can force the blades together, and 
lateral compression of the head is avoided. (Aun. 
Gynec. and Ped., 1906, xix, 649). 

2. The combination or safety lock to which I now 
direct attention shows a combination of the English 


A 
= 
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and French locks, the thumb-screw of the latter hav- 
ing been inserted, free, through a circular hole in the 
flange of the left blade, and is screwed into the 
main portion of the shank. The right blade is pro- 
vided with a notch on its inner side, partially coun- 
tersunk, which embraces the thumb-screw. When 
the latter is set it securely fastens the blades at the 
lock, and if the instrument is made of forged steel, 
the blades cannot be forced together by any amount 
of traction force which it is justifiable to exercise, 
when any portion of the parturient canal is nar- 
rowed or undilated. 

The flanges serve as guides when adjusting the 
blades, which are steadied by the screw, and when 
the thumb-screw is set the blades are securely 
fastened together, with the fulcrum at the lock. 

ADVANTAGES OF THE “SAFETY Lock.” 

With this combination lock we secure all the ad- 
vantages and eliminate the disadvantages of the 
toose lock, the button lock, and the set-screw lock, 
either of which can be brought into play at the 
option of the operator. 

(a) With the thumb-screw set we can prevent 
approximation of the blades during traction and 
thereby avoid undue compression of the fetal head. 

(b) With the thumb-screw closed we can bring 
into play the screw-pin, in the handles, and hold the 
blades as wide apart as desired. 

(c) When the thumb-screw is half-set, the for- 
ceps can be used as when provided with the button 
lock. 

(d) By removing the set-screw we can make use 
of the forceps as with the English or loose lock. 

(e) By the aid of the flanges the forceps can be 
adjusted quickly; locked easily and fastened se- 
curely. 

(f) The thumb-screw can be put on any forceps 
with the so-called English or loose lock. 


50 West Firty-stxtTH STREET. 


FRACTURE OF THE SKULL. 

There are without a doubt many cases of death 
each year of hemorrhage upon or within the brain, 
the result of fracture of the skull, which fractures 
have passed unobserved at the time of the accident. 
In a large proportion of these cases the individual 
has at the time of receiving the injury been suffi- 
ciently under the influence of liquor to mislead even 
the best of observers. Further, in a goodly number 
of cases of this class the general symptoms are so 
profound that an observer unless especially trained 
and of great experience will be unable to properly 
judge the exact nature of the injury —C. F. Bar- 
BER in the Brooklyn Medical Journal. 


BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


By Ira S. M.D., 
NEW YORK CITY. 


(Continued from the February Number.) 
No single hematological pro- 
DIFFERENTIAI. cedure is of greater value to 
Leucocyte Count the surgeon than the differen- 
tial count of the leucocytes. 
This consists of an actual enumeration of the leu- 
cocytes, determining the approximate percentage of 
each type present in the peripheral circulation. 

Since the discovery of leucocytes by Nasse (1835) 
the descriptive names given to the various types of 
leucocyte have undergone a confusing number of al- 
terations. At the present time there is no absolute 
harmony in nomenclature. For our practical con- 
siderations, it is merely necessary to understand the 
characteristics of the different types of the leucocy- 
tes. The names will serve to describe the mental 
pictures we form of each group of cell character- 
istics. 

In a differential study, 
METHOD OF the two most striking fea- 
Stupy1NnG Leucocytes. tures of the leucocytes are 
(1) the form of the nu- 
cleus and (2) the presence or absence of granules 
in the cell. This holds true for pathological as well 
as for normal types of leucocytes. The variations 
in the sizes of the cells, their various origins are of 
minor importance in a differential study. The re- 
action to dyes, in consideration of morphology, is 
of secondary importance. 

Taking the form of the nucleus as the basis of 
primal division of leucocytes, Chart, I. will be of 
assistance in studying and determining the various 
types of leucocytes. (Fig. 14.) 


Cuart I. 
Granular 
Mononuclear asophile 
Leucocytes 
large 
Non-granular small 
| transitional 
hil 
Polynuclear | 
granular eosinophile 
Leucocytes | lb , 
asophile. 


Has the leucocyte under observation a single nu- 
cleus or has it one that is polymorphous? If it is 


ii 
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mononuclear, does the cell contain granules? If it 
is mononuclear and has granules, it is a pathological 
cell: a myelocyte of the type determined by the 
nature of the stain taken by the granules—neutro- 
phile, eosinophile, or basophile. Occasionally tran- 
sitional leucocytes are observed containing a few 
granules. If the cell is mononuclear and has no 
granules it is a lymphocyte, so called from a sup- 
posed origin in lymph nodes. Whether it is a large 
or small lymphocyte is a question of proportionate 
size and relation between the nucleus and cell body, 
as will be discussed later. If the nucleus is poly- 
nuclear in appearance granules are always present 
and the type of cell depends upon the stain taken by 
the granules. 

It is noteworthy that the leucocytes of greatest 
importance are characterized by granules. Among 
the cells containing granules, it is necessary to dif- 
ferentiate the nuclei. Basing the study upon this 
observation Chart II. facilitates differential count- 
ing. Are granules to be seen in the leucocyte? If 
granules are present, is the nucleus single or poly- 
nuclear in from? If granular and mononuclear, the 
cell is a myelocyte,—neutrophile, eosinophile or 
basophile, according to the reaction of its granules 
to stains. If polynuclear, the cell is a normal type 
of polynuclear leucocyte,—neutrophile, eosinophile 
or basophile. If the cell is non-granular, it is mono- 
nuclear—a lymphocyte—and its further classifica- 
tion depends upon the size, relation and staining 
qualities of nucleus and cell body. 


Cuart II. 
mononuclear neutrophile 
eosinophile 
(myelocyte) nasophile. 
Granular 4 
neutrophile 
polynuclear eosinophile 
basophile. 
large 
Non-granular mononuclear small 
transitional 


By using either Chart I or II as a guide, the 
study of the leucocytes will be greatly simplified. 

Types of Leucocytes. Accepting the present 
faulty nomenclature, the following types of leu- 
cocytes may be named and described. (Figs. 14 and 
Is.) 


Large mononuclear leucocyte. 
4. Polymorphonuclear or polynuclear leucocyte. 
a. neutrophile. 
b. eosinophile. 
c. basophile. 
5. Myelocyte. 
a. neutrophile. 
b. eosinophile. 
c. basophile. 


The small lymphocyte is § microns to 7 microns 
in size, with a round and usually concentric nucleus. 
The cell body stains more deeply with basic dyes 
than does the nucleus and is seen as a mere ring 
around the nucleus. A nucleolus is frequently ob- 
served as a more darkly stained body in the nucleus. 


Fig. 14. Normal blood cells. 


The large lymphocyte is 7 microns to 15 microns 
in size, with a wider cell body than the small 
lymphocyte. The protoplasm is irregularly stained 
and shows a reticulated structure. The nucleus is 
much more deeply stained with basic dyes than the 
cell body. It must be understood that the sizes 
are purely relative and I am accustomed to base the 
distinction between small and large lymphocytes 
rather upon the difference in protoplasmic staining 
as compared with that of the nucleus. There is a 
marked tendency at present to lay aside these dis- 
tinctions as to size, and to group all the mononu- 
clears (lymphocytes) together and regard them as 
of one class in differential counts. 

The transitional leucocyte is 10 microns to 15 mi- 
crons in size with an indented or horse-shoe shaped 
nucleus. The size of the cell body varies, but it is 
usually non-granular. Occasionally a few basic 
granules are found in the cell body. The nucleus 
stains more deeply than the cell body. 

The large mononuclear leucocyte is 10 microns 
to 15 microns, with large oval eccentric nucleus 
and a very large cell body. The protoplasm takes 
Personally, I include 


only a very faint basic stain. 
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The polynuclear leucocyte varies from 6 microns 
to 15 microns. The nucleus may be one of many 
shapes, as F. V. S. M., or small masses apparently 
connected only by chromatin threads. The nucleus 
stains deeply with basic stains, while the protoplasm 
of the cell body takes a slight acid stain. The cell 
body contains numerous small, variously shaped 
granules with definite staining reactions as: 

The neutrophile. This is the commonest type and 
contains small, irregular granules scattered through- 
out the protoplasm of the cell body and taking a 
neutral stain. 

The eosinophile. Here the granules are highly 
refractile, coarse blocks, taking an intense stain with 


e (with granules). 2, Pol uclear 


1, Transitional leucoc; 
3, 4, Polynuclear eosinophile. 5, 6, 7, Small 


lymphocytes. 8, Transitional leucocyte. 9, Large’ mono- 
nuclear leucocyte. 10, 11, Large lymphocyte. 
acid dyes. The cell body is easily broken and the 
granules may lie scattered about the polymorphous 

nucleus. 

The basophile or “mast” cell. The granules are 
coarse, irregular in size and shape, but are rather 
large. They lack refractility and stain deeply with 
basic dyes. 

The proportions in which these normal types of 
leucocytes are found in normal blood may be judged 
from the following table: 


Large lymphocytes ........... -7.%—t11.% 
Small lymphocytes ........... 15. %o—23.% 
Transitional leucocytes ...... 2.%o— 8.% 
Polynuclear neutrophiles ..... 60.%—70.% 
Polynuclear eosinophiles ...... 2.Jo— 4.9% 
Polynuclear basophiles ....... 0.25%— 2.% 


Causes a pronounced variatit 


1¢ 


Grouping the lymphocytes, the percentages ap- 
proximate the following: 


Polynuclear 

Lymphocytes. Neutrophiles. 


In the blood of infants eosinophiles are normally 
1% to 4% per cent. higher than in the blood of 
adults. 

The myelocytes are pathological types of the leu- 
cocytes. They are very large cells, 10 microns to 
25 microns, with large, oval, feebly staining, single 
nuclei. The nucleus is round, oval or slightly in- 
dented and takes a basic stain. The cell body is 


Fig. 16. 


» Basophile myelocyte. 
6, Degenerated ce 


5 
1 (basket). 7, Blood plates showing 
central mass. 


Be Ze myelocyte. 


reticulated in structure, takes a basic stain, and con- 
tains granules. (Fig. 16.) 

According to the reaction of the granules to 
stains, as in the case of polynuclear leucocytes, there 
are neutrophile, eosinophile and basophile myelocy- 
tes. 

For practical clinical purposes in 
THE Use oF blood examinations, glass slides are 
SLIDES far more serviceable and less costly 
than the more delicate cover glasses. 
The slides are more easily cleaned, less easily 
broken, afford a greater area for the blood spread, 
require no manipulation save with the fingers, and 
are readily kept for future reference. Clean slides 
are essential. Dust and grease interfere with the 
proper spreading of blood. Dirt may serve to con- 
ceal or distort some feature of the blood as by simu- 
lating a blood platelet or plasmodium or nucleus of 
a red blood corpuscle. 
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Bichromate of potassium 
Sulphuric acid 
Water 5vi.j 


Wash thoroughly in water and place in 70% alcohol. 
Before using, dry the slides with a linen rag. 

Making a Smear. The blood may be taken from 
any part of the body. As a matter of convenience 
a blood droplet is taken from a finger or the lobe of 
an ear. The skin is first washed with soap and 
water and rubbed dry, The use of alcohol is not 
imperative to remove all desquamated epithelium 
and foreign matter. The finger is held so as to 
cause no unnecessary congestion and is rapidly 
punctured with a sterile spear point, Hagedorn 
needle, nib of a new pen, or any good lancet. As 
the blood drop appears, a clean slide is allowed to 
touch it by one edge, without coming in contact 
with the finger. This slide is then quickly applied 
to a second slide before coagulation can occur. By 
capillarity the blood extends to the limits of the line 
of contact of the two slides. When this has oc- 
curred the first slide is slowly drawn over the sur- 
face of the second one, keeping an acute angle 
toward the direction in which the first slide is being 
drawn. (Fig. 17.) Do not push the blood droplet 
ahead of the first slide. (Fig. 18.) By varying the 
acuteness of the angle the smear may be made 
thick or thin. Thin smears are preferable for deter- 
mining the size and granulations of the leucocytes. 
Too much pressure should not be exerted upon the 
spreading slide lest the leucocytes be crushed and 
distorted. The various blood spreaders with beveled 
ends possess no particular advantage over the slides 
for this purpose. 

In examination of a smear made as described 
and stained, various fields should be observed, as 
the leucocytes may be irregularly distributed be- 
cause of unevenness of the spreading edge and vari- 
ations of pressure. For example, there may be more 
unumerous groupings of neutrophiles at the peri- 
phery, or the lymphocytes may be bunched in the 
first portion and scattered in the last portion. The 
error in counting 50 leucocytes in such a smear is 
not great and for clinical purposes is negligible. 

Fixing and Staining. The smear is quickly dried 
by waving the slide vigorously. The method of fix- 
ation varies according to the nature of the stain to 
be used. As routine clinical work is simplified by a 
thorough familiarity with one stain, I shall confine 
my attention entirely to Jenner’s stain. The solu- 
tion is very simple to use, rapid, clean, accurate and 
gives sufficient details for a general study of the 
blood. 

To make Jenner’s stain use equal parts of 1.25% 


aqueous solution of eosin (Griibler) and 1.00% 
aqueous solution of methylene blue med. (Griibler). 
Let this stand in a beaker twenty-four hours. Fil- 
ter. Dry the precipitate of eosinate of methylene 
blue. To make the staining solution, dissolve 0.5 
gm. of the dried precipitate in 100 c.c. pure methyl 
alcohol. 

The methyl alcohol fixes the blood while the 


Fig. 17. Correct way of making blood smear. 
eosinate of methylene blue stains the cell elements. 
Nuclei are stained blue, eosinophilic granules take 
a bright crimson, basophilic granules stain very 
dark blue and the neutrophiles stain a neutral red- 
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Fig. 18. Incorrect way of making blood smear. 

dish blue. The prepared staining solution is easily 
and conveniently kept in a Coplin jar, the edge of 
the cover of which has been vaselined. If the cover 
is removed only for the purpose of immersing or 
taking out a slide the stain will remain serviceable 
at least one month. Evaporation of the alcohol 
causes precipitation and consequent deterioration of 
the stain. 

The air-dried specimens are placed in Jenner’s 
solution for two to three minutes, then quickly re- 
moved and washed with distilled water until the 
smear has a pinkish hue. This change occurs after 
a few seconds’ washing. The water is drained or 
blotted off and the slide allowed to dry in the air. 
If the smears are several days old they overstain 
with the methylene blue. In this case, after washing 
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with distilled water until the wash water is no 
longer blue, the slide is dipped for a moment into 
60%—80% ethyl alcohol and rewashed in distilled 
water. 

For sharp differentiation of granules, forms of 
nuclei, and variations in intensity of basic staining, 
I have made use of the following method. After 
staining in Jenner’s solution two to three minutes, 
wash the slide in I to 100,000 calcium hypochlorite 
(Labanaque’s solution), until the pink color ap- 
pears. Rinse in distilled water. Blot off the water. 
Dry in the air. The smear, thus stained and dried, 
is examined under a 1/12 oil immersion objective. 

For ordinary clinical purposes 200 to 500 leuco- 
cytes should be counted to secure approximate per- 
centages of the various types. A movable stage is 
a great convenience in the differential enumeration 
and prevents counting any cell twice. In counting 
the leucocytes it is necessary at times to count two 
or three smears before the proper number of cells 
is observed. 

If a white blood cell count has been made, the 
absolute number of each type of leucocyte present 
is readily estimated after the differential count is 
completed. 

From the smear prepared for differential count- 
ing one may ascertain the various types of patho- 
logical red corpuscles, the relative degree of anemia, 
the presence of blood parasites, the state of the leu- 
cocytes, whether increased (lecucocytosis) or de- 
creased (leucopenia). 


(To be continued.) 


THE BLoop AND KIDNEYs IN “SuRGICAL” JAUNDICE. 


Two conditions must be considered most carefully 
in the surgical treatment of jaundice: First, the 
changes in the blood; and second, the condition of 
the kidneys. * * * In all cases of prolonged 
jaundice we have also [%. ¢., in addition to the dan- 
ger of hemorrhage] to contend with marked and 
generally increasing anemia; therefore it is impor- 
tant, at the same time we are determining the coag- 
ulability of the blood, to determine the percentage 
of hemoglobin, and the differential count should be 
made. Surgical operations of any kind undertaken 
with a hemoglobin percentage below thirty are ex- 
ceedingly serious; and if it has fallen to twenty, a 
fatal result is almost certain. * * * Changes 
in the kidneys are important, in determining the 
anesthetic to be employed and in influencing the 
prognosis. * * * -—SamueEL Ltoyp, in the 
N. Y. Medical Journal. 


SURGICAL POSTURES. 
By Martin W. Ware, M.D., 


Adjunct Attending Surgeon, Mount Sinai Hospital ; 
Surgeon to the Good Samaritan Dispensary, 


NEW YORK. 


(Continued from the February number.) 


SuPINE Posture. (INFANT.) 

A convenient posture for examination of the ab- 
domen may be given to infants not stripped of their 
clothing, by drawing the undershirt and overlying 
clothing upwards so as to enshroud the head and 
upper extremities. (Fig. 6.) The assistant holds the 


Fig. 6. Supine horizontal position. 


shirt taut to prevent any escape of the hands and 
forearms, which might tend to interfere with exam- 
inations. 

RESTRAINING PosTURE. 


The struggles coincident with the introduction of 
anesthesia, and the tossing of the patient upon awak- 
ening from anesthesia, and the jactatory motions of 
epilepsy, eclampsia or hysteria, call for an effectual 
manner of restraining the patient so that in their 
violent motions they may not injure themselves. 
The restraint should not be harmful, nor painful so 
as to call for protest on the part of the patient. Such 
an attitude may be effected thus: The assistant 
stands with his right side towards the recumbent 
patient. With each hand he grasps the wrists of 
the patient, exerting a downward traction on the 
upper extremity and forcing the hands down on the 
table. At no time should the hand or elbow be per- 
mitted to secure a purchase on the table whereby 
the body may be levered out of place. To restrain 
the lower extremities, it is required that the assistant 
(nurse) throw his body weight across the lower 
part of the thighs (not the legs) so that the legs 
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may not be flexed (Fig. 7) whereby a fulcrum 
would be obtained to leverage the trunk out of place. 
PosturEs DuRING ANESTHESIA. 

The position of the head is made to vary fre- 
quently during anesthesia, for the purpose of hav- 
ing the respiration unimpeded at all times. At the 
outset, the head and neck are in the same line and 


Fig. 7. Restraining posture. 
resting on the table. The head may naturally, by 
its own weight, be allowed to rotate to the right or 
left, but it is to be in the grasp of the anesthetizer. 
The head is at all times to be turned away from the 
site of operation. (Fig. 8.) Nor should the face be 
turned towards instruments or dressings, for they 


Fig. 8. Laterally posed head during anesthesia. 
might be contaminated in the efforts of expectora- 
tion, retching or vomiting. 
The head thus laterally placed, and held by the 
hand placed back of the jaw (Fig. 8), need be the 
nly position if the anesthesia proceeds smooth] 


‘omes labored the head ha 


the table can be lowered the head will drop back- 
wards. If no such arrangement be at hand and the 
lay of the operation permits of it, the shoulders may 
be drawn to the edge of the table so that this forced 
reclination of the head is possible. In the greater 
number of instances it will not be necessary to have 
recourse to either posture, for forced reclination 
of the head may be attained by hyperextending the 
head on the table as it is placed laterally in the com- 
mencement of anesthesia. This posture of hyper- 
extension tends to increase the distance of the hyoid 
bone from the spine, thus carrying the base of the 
tongue and the epiglottis from the larynx, leaving 
the entrance to the larynx free for the access of air. 


Fig. 9. Forced reclination during anesthesia. 

At the same time the mucus tends to flow towards 
the naso-pharynx and aspiration of vomitus and 
saliva is impossible. 

If forced reclination does not suffice, it may have 
to be supplemented by forcing the jaw forward. 

Correct Execution: With the head laterally placed 
the fingers of each hand of the anesthetizer are 
placed behind the angles of the jaw, displacing it 
forward, so that the lower incisor teeth protrude 
beyond those of the upper jaw. This position of the 
jaw carries the tongue forward and is instantly fol- 


1 by breathing. (Fig. 10.) 
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mouth. (Fig. 11.) Such a false position of the made of the end of a folded towel, is loosely 
hands crowds the structures against the larynx. 

If the muscles be tightly contracted the displace- 
ment of the jaw is not possible, and the tongue is 
to be brought forward only by grasping it after the 
jaws have been wedged apart. 

The position of the upper extremities during 


~ 


Fig. 10. Correct position of hands and head in displacing the jaw 


orward. 


anesthesta must naturally vary with the field of 
operation. In any event the arms should never be 
allowed to hang over the edge of the table nor 
should they be forcibly held against the edge of the 
table. Either of these positions would bring about 
a palsy of the forearm due to pressure on the brach- 


Incorrect method of displacing jaw forward. 


Fig. 11. 
ial flexus, or one of the nerves from it. The position 
ot hyperextension of the arm and securing the hands 
behind the head, if long continued, will likewise be 
followed by pressure palsy due to undue tension on 
xillary plexus. 


7) cet in the arme 


thrown about the wrist of each hand. The free 
ends of the towel are secured behind the back or 
neck, so as to bring the forearms in flexion to a 
right angle. Such a position gives easy access to 
the pulse at the wrist, and by loosening the wrist- 
band of either side or the ends of the towels pos- 
teriorly the forearms are available for the motions 
of artificial respiration. 

The subject of brachial palsy from faulty- position 
will be referred to again under other headings. 

TRANSPORTATION OF THE PATIENT. 

Upon the completion of an examination or oper- 
ation the transportation of the patient to his bed is 
best done by at least two assistants and preferably 
by more, if they are available. 

The assistants, always stationed on the same side 
of the patient (Fig. 12) interlock their forearms. 
The patient is lifted on the forearms, held against 
the chest of the assistants, and is thus carried to the 


Fig. 12. Transportation of the patient. 


bed. It is now obvious that the assistants being 
lined upon one side can readily approach the edge 
of the bed to place their patient therein. The side 
to be chosen by the assistants (nurses) should be 
determined beforehand, according as which side of 
the bed is accessible. 

PosITION FOR OPERATIONS ABOUT THE NECK. 

In a natural horizontal posture (supine) the struc- 
tures of the neck are crowded together. To attempt 
any extended operative procedures under these cir- 
cumstances would be difficult, and perhaps disas- 
trous. That posture, therefore, which gives ex- 
posure to the greatest extent of the neck and its 
sirable. Such a posture can be 
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trude above the level of the shoulders, lest it inter- 
fere with the hyperextension of the cervical spine. 
The head rests on the table. If the lateral parts of 
the neck are the seat of the operation a turning of 
the head to the right or left will obliterate all fur- 
rows. 

This extended position of the neck is called for in 
tracheotomy, removal of goiter and operations 


lig. 13. Tracheotomy position. 

for all forms of growth, yet at times when the 
dyspnea is great, an erect posture of the thorax and 
head may be necessary. In operations about the 
face (resection of the superior maxilla), the roof 
of the mouth (staphylorrhaphy), the floor of the 
mouth (resection of the tongue), the escaping blood 
and pus and saliva may flow towards the larynx 


Fig. 14. Rose’s position. 

and are likely to be aspirated. The dangers incident 
to this may be entirely obviated by proper pos- 
ture. The forced reclination of the head, known as 
Rose’s position, provides that the blood, saliva and 
pus accumulate in the naso-pharynx, whence some 
of it escapes by the nose, and if, furthermore, the 
head be laterally directed an exit for some of the 
fluids from the mouth is also afforded. The re- 


mainder of the excretions may be cleared out of the 
pharynx with a long-handled sponge. 

Rose’s position (Fig. 14) requires that the shoul- 
ders should be flush with the upper edge of the oper- 
ating table; the head by its weight then falls into 
extreme hyperextension. In this position of forced 
reclination the head is to be steadied by an assistant. 

(To be continued.) 


THE IMMEDIATE CORRECTION OF CON- 
GENITAL CLUB-FOOT. 


By Epwin W. Ryerson, M.D., 


Professor of Orthopedic Surgery, Chicago Polyclinic; 
Orthopedic Surgeon to Cook County and St. 
Elizabeth’s Hospitals; Adjunct Orthopedic 
Surgeon to St. Luke’s Hospital; Associate 
in Surgery, Rush Medical College. 


Congenital talipes equino-varus is a most obsti- 
nate and disabling deformity. If left to itself it is 
apt to grow steadily worse. No case ever got well 
without treatment, and many cases fail to get well 
in spite of treatment. One of the greatest difficul- 
ties in the path of the orthopedic surgeon is the 
fact that many practitioners are in the habit of 
advising the parents of club-footed children to delay 
treatment until the children are older or stronger, 
forgetting that every gain in age or strength means 
just so much more difficulty in correcting and cur- 
ing the deformity. The tarsal bones in a baby’s foot 
begin to ossify at a very early stage, the os calcis 
being extensively ossified at the time of birth and 
the astragalus and cuboid having large centers of 
ossification. Since it is in these three bones that the 
most marked deformity occurs in club-foot, it is 
evident that treatment should be instituted very 
early to prevent bony changes. It is far more easy 
to prevent bony deformities than to cure them. In 
addition to the bony changes, actual shortening of - 
the plantar fascia and of the muscles on the inner 
side of the foot and leg is sure to become pro- 
nounced as time goes on. For these reasons it is 
wise to attack the deformity at the earliest possible 
moment. A baby three weeks old is none too youug 
to undergo a forcible straightening, with tenotomy 
if indicated, and with prolonged retention in plaster 
of Paris. 

For purposes of convenience the forms of club- 
foot can be divided into two classes at birth, the 
flexible and the rigid. 

Flexible club-feet are those which can be over- 
corrected manually without an anesthetic and with- 
out the use of extreme force. If the heel can be 
brought down beyond a right angle and the outer 
border of the foot can be raised above a right angle, 
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with the toes fully extended towards the knee, no 
tenotomy will be needed, and if a plaster cast be 
applied with the foot in this position a cure can be 
expected in a few months. It often happens, how- 
ever, that the foot can be uncurled and the varus 
perfectly corrected, while the equinus, or heel- 
retraction, cannot be overcome with reasonable 
force. In such cases the child should be anesthet- 
ized, and more force used. If this be unavailing, 
tenotomy of the tendo Achilles should be performed, 
the equinus corrected, and the cast applied as be- 
fore. It will be seen that the class of flexible club- 
feet therefore merges into the rigid class as far as 
the equinus is concerned, but this is allowable since 
it is the varus which is the essential characteristic, 
and not the equinus.’ 

Rigid club-feet cannot be immediately corrected 
without anesthesia. By the older methods of grad- 
ual correction with casts or braces cures were some- 
times obtained, but very rarely, and only after many 
years of constant effort. Nearly all of these cases, 
if carefully examined, will be found to have very 
limited dorsal flexion and pronation, which causes 
a well-marked inequality in the gait. A prime fac- 
tor in this inequality is the shortness, not only of 
the tendo Achilles, but also of the long flexors of 
the toes. This latter is of very great importance, 
and is too often overlooked, and it is a fact that 
many feet which can be well overcorrected in the 
tarsus and metatarsus will yet functionate badly 
because the toes cannot be extended when the feet 
are dorsally flexed. It is extremely difficult to 
stretch these toe flexors when doing a so-called 
“bloodless” operation, and even if well stretched 
the contraction is apt to recur. I have examined 
many adults and adolescents in whom this one 
apparently insignificant point, neglected by the 


operators, has been a source of great disappoint- 


ment. This, therefore, must be borne in mind dur- 
ing the consideration of the treatment. 

The method of procedure in rigid club-foot is as 
follows: The patient being anesthetized and the 
foot and leg surgically prepared, the varus deform- 
ity is first attacked, the tendo Achilles furnishing 
an important heel support against which to stretch 
the tarsus. The foot is untwisted with force, and 
the outer border raised high. A man of good 
muscular ability can usually do this unaided, but a 
wedge-shaped Koenig’s block, over which to bend 
the foot, is often of advantage. No Thomas 
wrenches or other instruments are necessary for 
small children and infants. After molding the foot 
as thoroughly as possible into the over-corrected 
position, the plantar fascia will often be found very 


tense, like a hard band in the sole of the foot. If 
this cannot be stretched so as to offer no resistance, 
it must be tenotomized. In the majority of cases in 
which this is required, the toe flexors and perhaps 
the tibialis posticus will also need cutting, and I 
believe that if this were done as a matter of routine 
there would be far less disappointment. 


These various tenotomies can all be done through 
one puncture. The ordinary tenotome of the in- 
strument shops is entirely unsuited for infants. The 
blade is at least twice as long and heavy as it should 
be, and the shank is too thick. A blade three- 
eighths of an inch long and three-thirty-seconds of 
an inch wide is ample for the purpose. The knife 
is entered about three-quarters of an inch in front 
of the inner malleolus, and on the same level. This 
high point of entrance is necessary in order to cut 
the long flexor of the big toe, which runs much 
nearer the dorsum of the foot than normally. The 
knife is carried flat across the plantar surface just 
under the skin until the outer border of the sole is 
reached, and the tense plantar fascia is divided by a 
sawing motion. The deeper structures at the inner 
edge of the foot are then cut through down to the 
bone, in order to sever the common flexor of the 
toes and any other resisting structures. As the 
blade approaches again the point of entrance an 
attempt should be made to feel the flexor proprius 
hallucis, which can sometimes be made palpable by 
having an assistant strongly extend the toe. If it 
cannot be felt, the tissues must be freely sawed. 
subcutaneously with the tenotome until the com- 
plete relaxation of the toe shows that the tendon has 
been cut. It is sometimes peculiarly difficult to find 
this tendon, and I have twice been obliged to tenot- 
omize it at the base of the toe because I could not 
find it at the malleolus. In older children it is 
often wise to cut this tendon at the base ot the toes 
at a matter of routine, in order to save trouble. The 
posterior tibial tendon lies so close to the internal 
plantar artery that in many cases the artery will be 
cut at the time of severing the tendon. This is not 
at all a serious accident, and although the wound 
bleeds freely, the hemorrhage ceases as soon as 
the dressings are applied. After cutting all these 
resisting structures, the foot is again forcibly man- 
ipulated until a position of extreme over-correction 
can easily be maintained with very little assistance, 
a pad of sterile gauze having been held over the 
wound during the manipulations. 

Attention is then directed to the tendo Achilles. 
The foot being relaxed, the tenotome is inserted 
over the tendon, half an inch above the tip of the 
inner malleolus and midway between the malleolus 
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and the edge of the tendon. The blade is laid flat, 
parallel with the skin, and is pushed subcutaneously 
across to the outer border of the tendon, the point 
being carefully followed with the finger to avoid 
buttonhcling the skin. The foot is then dorsally 
flexed, to make the tendon tense, the edge of the 
knife turned downward, and the tendon cut through 
with a sawing motion, care being taken to sever all 
the strands of the tendon. It is an excellent idea to 
press the thumb deeply into the space between the 
tendon and the inner malleolus, so as to cover the 
posterior tibial artery and thus avoid cutting it, 
although the consequences of such an accident are 
never serious. I have several times cut this artery, 
but, as in the case of the internal plantar, the bleed- 
ing stops as soon as the dressings are applied. After 
the tendon is divided, the foot is dorsally flexed to 
the extreme limit, and manipulated freely. 

Several thick pads of sterile gauze are then ap- 
plied to the two wounds. It is my custom to pow- 
der the wounds with boracic acid before applying 
the dressings, although this probably has very little 
direct effect upon the subsequent course of the 
case. After the pads and dressings have been 
applied the foot and leg are enveloped in sheet- 
wadding, the wadding being cut or torn into three- 
inch rollers. Four thicknesses over the foot, and 
three on the leg will be sufficient. Cotton can be 
used, or flannel rollers, but neither is as satisfactory 
as sheet-wadding. The padding should be carried 
high up on the thigh, especially in fat children, not 
only to prevent the cast from being kicked off, but 
also to hold the entire leg firmly and maintain out- 
ward rotation. The plaster of Paris bandages, 
freshly made of crinoline and the best quality of 
dental plaster, and soaked in warm water without 
salt or alum, are then applied, beginning at the 
thigh and working downward. The knee must be 
bent at a right angle. When the ankle is reached, 
an assistant holds the foot as far over-corrected as 
possible, and the cast is made especially heavy 
from the ankle to the toes. The cast must go be- 
yond the toes, so as to hold them well extended. 
When enough plaster has been applied, the flexed 
knee is grasped in the left hand and the foot in the 
right hand, the foot being forcibly over-corrected, 
and this position is maintained until the plaster has 
set. Great care must be observed in this maneuver 
to avoid any extreme pressure over the dorsum of 
the foot as this would shut off the circulation in 
the dorasalis pedic artery. This is why it is so im- 
portant to render the foot thoroughly flexible before 
applying the cast. The cast should be regarded as 


merely a retention apparatus, and not as a means 


of forcible correction. After it has firmly set, the 
portion directly above the toes should be cut away, 
leaving the upper surface of the toes exposed. This 
completes the operation, but the toes must be care- 
fully inspected at intervals for several hours to make 
sure that the circulation has not been cut off. At 
first, and sometimes for six or seven hours, the toes 
may be white, but gradually the color will return 
and complete circulation will be re-established. If, 
however, this does not occur after a reasonable time, 
the cast must be split longitudinally over the mid- 
dle of the ankle-joint, a narrow V-shaped piece 
about three inches long cut out, and the deep edges 
pried up a little to remove the pressure on the dor- 
salis pedis. In my experience this has very rarely 
been necessary, and only once have I had to remove 
the entire cast. 

The child should be kept under observation for 
two or three days, and can then be dismissed for two 
months, at the end of which time the cast is re- 
moved. If the foot and cast be soaked for fifteen 
minutes in a pail of water there will be no difficulty 
in cutting the plaster. 

After a thorough and painstaking operation of the 
kind I have described, it will be found that the foot 
is beautifully overcorrected and perfectly flexible, 
and has no tendency to return to the old position of 
deformity. It is sometimes unnecessary to pursne 
any further treatment, but as a rule I prefer to apply 
a light cast or a Taylor brace for two or three 
months longer. All of the cases which I have treat- 
ed in this manner have been entirely satisfactory to 
every one concerned, and for many years my only 
disappointment occurred in two babies whose par- 
ents were unwilling to have the complete operation 
carried out.. In this instance I performed Lorenz’s 
modeling redressment with tenotomy of the tendo 
Achilles alone. Both of these children are seriously 
handicapped by the contraction of the long toe flex- 
ors, although these were stretched to an extreme 
degree during the operation. 

It is impossible, within the limits of this paper to 
consider the treatment of the relapsed, untreated, 
and neglected forms of congenital club-foot. They 
often require very extensive operations, with per- 
haps even resection of bone in addition to free open 
division of the soft parts. The only way to avoid 
the need of such mutilating and undesirable inter- 
ventions is to attack the deformities at the earliest 
possible opportunity and to treat them thoroughly 
and rationally. The tendons and tissues which are 
cut unite rapidly and with the proper amount of 
lengthening, and the surgeon’s only fear need be 
that he has not been sufficiently radical. 
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INTRANASAL SUTURE. A DISTINCT AD- 
VANCE IN RHINOLOGY. 

We have taken occasion to comment in previous 
editorials upon the rapid strides made in rhinological 
surgery. The newer methods of treating septal 
deviations and sinus affections, for example, deserve 
the right to stand with the best that has been done 
in very recent years in the improvement of methods 
within the domain of general surgery or gynecology. 

It is doubtful, however, whether any recent in- 
novation in rhinological technic is as striking in 
originality of conception, or in the promises that it 
holds, as is the operation of intranasal suture con- 
ceived by Sidney Yankauer of New York, and dem- 
onstrated by him on January 23rd, before the Sec- 
tion on Laryngology and Rhinology of the N. Y. 
Academy of Medicine. That the wound made by 
removal of an hypertrophied turbinate, for example, 
does not have to be left to heal by granulations, but 
can be made to close per primam by the introduction 
of sutures, is startling enough. But that the means 
of accomplishing this are not complicated nor diffi- 
cult leaves one wondering why it was never done 
before! Itis, indeed, surprising to behold how, with 
simple tools and simple technic, sutures can be intro- 
duced and tied in a wound extending far back in the 
naris. 

Yankauer’s method and his instruments are the 
following: Through both edges of the wound in the 
mucous membrane a catgut stitch is passed by means 
of a needle shaped like a small Deschamps ligature 
carrier (right or left, as needed, and sharp at the 
point). The suture end is caught with a small hook 


and pulled out of the nose, and the suture carrier 
(needle) is withdrawn. A single knot is made in 
the catgut, one end of which is then passed through 
the eye of an instrument, consisting of a slender 
shank bearing a ring at its extremity. With this— 
acting practically as a prolongation of the index fin- 
ger—the knot is pushed up into the nose. A second 
knot 1s similarly carried up to the wound, and the 
sutures ends are cut off. The remaining stitches are 
introduced in like manner. - 

The advantages of such a procedure after turbi- 
nectomy are very evident. Yankauer reports that 
by securing primary union with sutures, healing is 
complete in one week; whereas, when the wound is 
left to close by granulations, healing requires four 
weeks or more. Suturing, moreover, reduces the 
chances of secondary hemorrhage and by elimina- 
ting inflammatory infiltration it ought to greatly im- 
prove the functional results. 

But intranasal suture seems to have even larger 
claims. No one hitherto has succeeded in closing a 
perforation of the septum. By plastic operation and 
sutures Yankauer has succeeded in closing two in 
three cases! Synechiae, usually so obstinate, he says 
he can cure, with the help of sutures, at one opera- 
tion. 

That intranasal suturing will develop even fur- 
ther possibilities, seems more than likely. Indeed, 
its originator has hinted at other procedures he has 
already planned for it. 


WRIGHT’S WORK ON OPSONINS AND 
VACCINE THERAPY. 

If the work of Wright fulfils the many expecta- 
tions entertained by him and others, and if the nu- 
merous investigators repeating and elaborating 
Wright’s experiments can continue to confirm his 
results, a powerful curative agency will be at the 
disposal of both physician and surgeon. This 
agency is not strictly a new one but, granting that 
Wright’s premises are correct, it brings a hitherto 
incalculable factor under direct observation and 
partial control. 

There exists in the blood of every individual, to a 
greater or lesser degree, an element (Wright calls 
it “opsonin,’ to cook or prepare for consumption ) 
which enters into combination with the bacteria and 
prepares them for phagocytosis. In order to gauge 
the power of this element, Wright has devised an 
ingenious method which enables one readily to com- 
pare the opsonic power of the patient with that of 
normal individuals; the resulting proportion is the 
“opsonic index.’ In disease the opsonic index is 
either higher or lower than the normal, usually 


y, 

lis 

Ke 

At 

m 

d- 

es 

r- 

ly 

ye 
or 

e- 

y 

e 
ot 
ie 

y 

n 

s 

y 

e 

O 

y 

1 

1 

t 

e 

f 


88 AMEPICAN 
JOURNAL OF SURGERY. 


SURGICAL SUGGESTIONS 


March, 1907. 


higher if the resistance is good, lower if the body 
reaction is poor. If low, it is often possible to as- 
sist the body resistance by appropriate vaccine ther- 
apy. 

fhe method of determining the opsonic index, in 
broad outline, is as follows: An emulsion (or 
“cream”) of the leucocytes of a healthy individual 
is freshly obtained; likewise the mixed blood sera 
of several healthy people (called “pool”). Another 
requisite is an emulsion, of known concentration, of 
the variety of bacteria for which the patient’s op- 
sonic power is to be determined. Finally some of 
the patient’s serum must be taken. Formidable as 
this list of requisites may appear, by following 
Wright’s technic, the necessary paraphernalia 
(chiefly pipettes and capsules made of ordinary 
glass tubing) are readily prepared by each investi- 
gator. Like quantities of the patient’s serum, 
and the mixed serum of healthy individuals 
are now taken and each serum is mixed with the 
same amount of bacterial emulsion and of normal 
leucocytes. These two resulting mixtures are incu- 
bated at 37° C. for fifteen minutes, in order to allow 
the phagocytes to do their work, and then blood 
spreads on two slides are prepared and stained. 
Iifty or one hundred polynuclear leucocytes are 
counted; the number of bacteria contained within 
each leucocyte is determined, and an average 
obtained. The proportion of bacteria to the leu- 
cocyte in the patient’s serum compared to that in 
the normal serum is the opsonic index. A surpris- 
ing number of technical details and simple expedi- 
ents has been devised by Wright in order to sim- 
plify and render accurate these manipulations. 

Should the patient’s index prove low, it will show 
that his resistance to the particular bacterial in- 
vasion is insufficient to successfully combat the 
infection. If this proves to be the case “vaccine 
therapy” may be tried. It had been known for a 
long time that injection of dead cultures of bacteria 
assists the body in elaborating elements which aid 
in overcoming the infective agent, but until 
Wright’s method was announced no rapid or clini- 
cally practical means were at our disposal to ascer- 
tain the good or bad effects of the treatment. It is 
now possible to give the vaccine injections and, 
day by day, watch its influence on the opsonic 
power, thus enabling us to omit, increase or de- 
crease the dose, as may seem indicated. 

What the practical results will prove to be, it is 
ws yet too early to say, but in any case the method 
has stimulated research along the lines indicated, 
and thrown a new light on many hitherto doubtful 
points. 


Surgical Suggestions. 


When wet dressings are needed on hairy areas 
it should not be forgotten that they predispose the 
hair follicles to infection. 


In the treatment of a breast abscess the size of 
the incision is not as important as its location and 
direction. 


Streptococcic infections having their entrance 
through the ear are more apt to affect the muscles 
than similar infections with other points of entry. 


The hypodermatic injection of eserine (salicylate ) 
gr. 1/30—1/40, during or just before an abdominal 
operation, will, in most cases, entirely or largely 
prevent the distressing tympanites that otherwise 
usually occurs. 


In fractures of the base of the skull with bleeding 
from the ear it is necessary to keep the auditory 
canal absolutely clean in order to prevent infection 
of the meninges. 


An acute non-purulent tenosynovitis may be satis- 
factorily treated by immobilization with plaster 
strips. 


The position of Steno’s duct must be remembered 
when operating on the face. 


A diagnosis of supraorbital neuralgia should not 
be made until frontal sinusitis has been carefully 
excluded. 


Transillumination is a method of corroborative 
value only in the diagnosis of accessory nasal sinus 
disease. By itself it is of small diagnostic use. 


In suturing the fascial layers of the abdominal 
wall do not take too large bites with the needle. 
Necrosis may occur, and sloughing of the fascia 
predisposes to the formation of hernia. 


Old people should be allowed to sit up or get out 
of bed as soon after operation as possible in order 
to avoid post-operative lung complications. 


In all glandular affections of the neck it is quite 
as important to treat the source of infection, e. g., 
carious teeth, as to treat the inflamed glands. 
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Do not treat localized subcutaneous red and ten- 
cer swellings as infections without first making 
sure that they are not evidences of gout. 


An accurate knowledge of the lymphatic drainage 
of the various regions of the body is absolutely nec- 
essary before one can determine the origin of a 
glandular infection. This is especially important 
in cancer, when sometimes the glandular involve- 
ment offers the first clue to the primary focus. 


Rectal examination sometimes aids in determin- 
ing the variety of obstruction in prostatic hyper- 
trophy. If the prostate is comparatively small, the 
obstruction is probably due to the middle lobe; if 
large, to the lateral lobes. 


It is doubtful whether the classical operations for 
ingrown toe-nail cure permanently in even a fair 
percentage of cases. Conservative treatment will 
tisually accomplish as much, even in the presence of 
granulating masses. This treatment includes draw- 
ing the flesh away from the nail with a strip of 
adhesive plaster, insertion of a gauze packing under 
the nail edge and the application of an absorbent 
antiseptic dressing. 


Book Reviews. 


Paraffin in Surgery. A Critical and Clinical Study. By 
H. Luckett, B.S., M.D., Attending Surgeon, 
Harlem Hospital; Surgeon, Mount Sinai Hospital Dis- 
pensary, and Frank I. Horn, M.D., Assistant Sur- 


eon, Mount Sinai Hospital Dispensary, New York 
ity. Duodecimo; 118 pages; 38 illustrations. New 
York: Surcery PusiisHinc Company, 1907. Price, 


$2.00. 


This will be found a very interesting and very useful 
monograph. It presents in a critical manner the entire 
history and the bibliography of paraffin prosthetics. It 
demonstrates, by means of the authors’ animal experiments, 
certain fallacies that have attached to this subject. It lays 
down certain very important rules concerning the choice 
of method in individual cases. It describes, in detail, the 
technic of paraffin injections. And, finally, it records the 
authors’ clinical experiences in a considerable series of 
cases. 

Chapter I deals with the sphere of paraffin injections and 
relates the various opinions that have been held concerning 
the disposition of paraffin in the tissues. Chapter II dis- 
cusses the chemistry of paraffin and its practical bearings. 

In Chapter III the authors show, as the result of their 
experiments on animals and on the cadaver, that certain 
opinions held concerning the disposition of the paraffin in 
the tissues were based on faulty observation. Thus they 
demonstrate by photomicrographs that what was thought 
by Gersuny, Moskiewitz and other authorities to be a 
growth of connective tissue and bloodvessels through the 
paraffin mass, is in reality only “a mechanical or physical 
distribution or arrangement of the paraffin in the tissues 
[which] takes place immediately at the time of the injec- 
tion,” the paraffin as it enters the tissues merely separat- 
ing and surrounding these connective tissue fibers and 
bloodvessels. 


In Chapter 1V the authors teach that the immediate dis- 
position of the paraffin in the tissues depends upon the 
character of the tissues injected and the physical state (not 
the melting point) of the paraffin at the time of injection. 
Some interesting experiments are here described and il- 
lustrated. 

Chapter V deals with the ultimate disposition of the 
paraffin. Again the authors take issue with other writers. 
‘They hold that whatever proliferation of new tissue takes 
place is limited in extent, and proceeds from the connec- 
tive tissue fibers encircled by the paraffin at tne time of in- 
jection, encapsulation proceeding from inside the mass as 
well as from the outside. They believe, too, that the final 
arrangement of the paraffin and the permanence of the 
prosthesis depend upon the reliability of its anchorage. 
Three elements here enter: the melting point of the paraf- 
fin, its physical state when injected, and the character of the 
tissue. Four very excellent photomicrographs illuminate 
this chapter. 

Chapter VI describes the technic and armamentarium of 
paraffin injections and gives excellent advice concerning 
the choice of paraffin mixture (melting point and hard- 
ness) for various tissues and according to the result 
needed. 

Chapter VII takes up, in practical fashion, the causes 
of failure and the means of avoiding them. 

Chapter VIII relates and discusses the accidents and 
fatalities reported in the literature. The authors signifi- 
cantly point out that in the reported cases of embolism 
paraffin of low melting point was used and that, there- 
fore, the best measure to avoid mishaps of this kind is to 
use hard paraffin with a melting point above 110° F 

Part II is devoted to casuistics, reporting the authors’ 
clinical experiences to date in functional improvements 
(incontinence of urine in the female, and hernia) and cos- 
metic improvements (depressed scars, hemiatrophia facialis 
and saddle-nose). The case reports are illustrated with 
photographs and sketches. 

To all those interested in the subject of paraffin work the 
value of this original monograph will be apparent from 
this brief survey of its contents. It is, moreover, a most 
attractive little volume, in binding, paper, typography and 
illustrations. 


A Text-Book of Diseases of Women. By J. Clarence 
Wesster, B.A., M.D., F.R.C.P.E., F.R.S.E. Octavo; 
712 pages; 372 text-illustrations and 10 coloreu plates. 
Philadelphia and London: W. B. Saunpers Co., 1907. 


_ This volume is a model text-book and book of reference 
in every way. It is well and clearly written, and shows 
full appreciation not only of the work done in gynecology, 
but of that in allied branches of medicine. Few text- 
books of compact size can be found to give such complete 
treatment of the embryological, histological and patholog- 
ical knowledge of their branch; and yet show no fault of 
disproportion. 

The section on the anatomy of the pelvic organs is short, 
but clear; the relations of the ureters are beautifully dem- 
onstrated. The chapter on the genital tract in relation 
to microorganisms gives an excellent résumé of our pres- 
ent knowledge. Much, but not undue, emphasis is laid 
upon the relation between neuroses and pelvic disease. 
In his description of physical examination, etc., the author 
proclaims his preference for the Kelly vs. the Nitze cysto- 
scope. He has made a personal trial of spinal analgesia, 
but has employed local anesthesia with success. 

In discussing the treatment of acute pelvic inflamma- 
tions. Webster favors conservative measures without any 
qualification unless the early and unmistakable signs of 
a diffuse peritonitis appear. In taking this stand he has 
the support of the leading members of his specialty. It is 
not possible to mention the excellencies of each chapter 
separately and in detail. The view taken of cystic ovaries 
is particularly lucid and convincing. The chapters on 
fibromata and carcinomata of the uterus are models of 
their kind. Ectopic gestation receives very thorough dis- 
cussion. A rare case of the author’s, an ovarian preg- 
nancy, is described. The concluding chapters dealing with 
appendicitis in relation to pelvic disease, and with enter- 
optosis add to the wide scope of the book. 
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The plates and illustrations are chiefly original and ex- 
cellently well chosen. The typography is good, and few 
errors have crept in. On page 385 the name of “Bonner” 
is twice erroneously used, instead of that of ‘ ‘Bonnet.” 
It is to be regretted that no footnotes giving the exact 
references to the widely quoted literature have been added. 
This addition would have greatly enhancea the value of 
the volume as a book of reference. No better Text-Book 
of Gynecology has been written in this country, and it 
compares more than favorably with books of similar size 
published abroad. 


The Surgical Assistant. A Manual for Students, Practi- 
tioners, Hospital Internes and Nurses.. By WaAtter 
M. Brickner, B.S., M.D., Chief of Surgical Depart- 
ment, Mount Sinai Hospital Dispensary; Surgeon to 
the Rockaway Park Sanitarium for Children, etc., 
New York City. Second Edition. Octavo; 363 pages; 
123 original illustrations, and 116 illustrations of in- 
struments. New York: Tue INTERNATIONAL JOURNAL 
or Surcery Co., 1907. Price, $2.00. 


When the first edition of this work appeared we re- 
viewed it at some length and called attention to its unique 
and valuable features. It must be gratifying to its author 
that a book that was the first and, indeed, is the only one 
that deals with this subject, should have been found to 
cover it so thoroughly and so satisfactorily—as indicated 
both by the uniformly flattering reviews and by the ready 
sale of the first edition. Indeed, it is remarkable that so 
much information—so many of the important little “wrin- 
kles” in technic not set down in any other books—should 
be gathered into this volume. 

Not the least noteworthy feature of the work is the 
pleasing | style in which it is written—epigrammatic and 

“snappy” where details are to be taught, rhetorical and im- 
pressive where general considerations are dealt with (as in 
the opening chapters on The Conduct of the Assistant and 
on The Hospital Interne). 

The chapters on the Preparation of a Room for Opera- 
tion, The Anesthetist, The Preparation and Preservation 
of Surgical Accessories, “Handing Instruments,” and The 
Immediate Post-Operative Care of the Patient deserve 
especial commendation for their thoroughness of detail 
and their very practical and extremely interesting char- 
acter. The descriptions of operations, in detail, from the 
assistant’s standpoint, which constitute the second part of 
the work, are unique. To those called upon to prepare 
for, and assist in operations these descriptions will prove 
many times more helpful than works on operative surgery, 
which say little or nothing concerning the assistant’s duties. 

Two useful appendices are found in the book—one con- 
sists of illustrations of instruments commonly used, and is 
evidently intended for the benefit of the surgical novitiate; 
the other deals .with The Preliminary Preparation and 
Routine After-Treatment of Operative Cases, and The 
Preparation of Surgical Materials. 

We again cordially commend this excellent manual to 
teachers of surgery, to practitioners who frequently or oc- 
casionally have need to assist in surgical dressings or op- 
erations, and to hospital internes and nurses whom it will 
save much embarrassment and awkwardness, and whose 
efficiency it cannot fail to enhance. 


Festschrift seiner Excellenz Herrn Geheimrat Ernst 
v. Bergmann, zur Feier seines siebzigsten Geburts- 
tages, gewidmet (Festschrift in Commemoraiion of 
the Seventieth Birthday of His Excellency Geheimrat 
Ernst v. Bergmann). 812 pages; with one portrait, 69 
text-illustrations and 12 plates. Leipzig: F. C. W. 
VoGEL, 1906. 

This important contribution to scientific literature ap- 
pears in the Deutsche Zeitschrift fiir Chirurgie, Vol. 85. 
The authors are all pupils of v. Bergmann, who during 
more than 25 years has exerted a strong influence upon 
German surgical advance. The greatest variety of sub- 
jects are treated in monographic form. Among the many 
articles dealing with the bones are Bardenheuer’s upon 
early radical resection of tubercular elbow-joints; W. 
Miiller, Tranperitoneol exposure of the spinal column for 
tubercular spondylitis; H. Flércken, Fracture of the head 


of the radius. Abdominal surgery is treated by A. Neu- 
mann, Valvulus of the stomach; O. Witzel, Post-operative 
thrombo-embolism; P. Klemm, Acute intestinal invagina- 
tion in children; Niederstein, Circulatory disturbances in 
the mesenterial vessels, etc. Brain surgery receives the 
following contributions: Tilmann, Two cases of brain 
tumor; Enderlen, Traumatic extradural hematoma; L. 
Friedrich, Diagnosis and operative indications in acute 
progressive encephalitis. 

Among the 35 articles which compose the festschrift nu- 
merous other subjects are dealt with. The entire volume 
is of interest to the surgeon and is a fitting tribute to the 
master of surgery in whose honor it has been composed. 


Ueber Wundinfektion (Wound Infections). Address 
Made on the Opening Day of the Kaiser Wilhelm’s 
Academy for the Education of Military Surgeons, De- 
cember 2, 1906. Pror. E. Bumm. Octavo; 40 pages. 
Berlin: August HirscHwatp, 1906. 


In this address Bumm reviews the work of Semmel- 
weis, Pasteur and Koch, showing its application to our 
present knowledge of wound infection. He also speaks 
of the hitherto unsuccessful attempts of using intravenous- 
ly injected antiseptics and antisera. The method of Bier 
has given more hopeful results, at least in infections of 
the extremities. Although no new facts are advanced the 
review is of general interest. 


Conservative Gynecology and _ Electro-Therapeutics. 
A Practical Treatise on the Diseases of Women and 
Their Traetment by Electricity. By G. Betton Mas- 
sey, M.D., Attending Surgeon to the American Onco- 
logic Hospital, Philadelphia, etc. Fifth Edition, re- 
vised. Royal octavo; 457 pages; 157 illustrations and 
several plates. Philadelphia: F. A. Davis Co., 1 


The profession at large will hardly agree with the first 
half of this book’s title, which should not read “Conserva- 
tive Gynecology,’ but “Non-Operative Gynecology.” In 
regard to the second part of the title, “Electro-Therapeu- 
tics,” a great aig ag of gynecologists will be unable to 
judge the value of the book, as the methods described 
within its covers are not employed by them. Unfortu- 

nately some of the reproaches heaped upon the head of the 
“operative gynecologists” are well deserved, but when we 
pick out, at random, some of the many gynec dis- 
eases cured by electricity—chronic metritis, pyosalpinx, 
pelvic exudate, fibroids, carcinoma of the cervix, maternal 
sterility, etc.—the applicability and potence of the method 
appear too great to prove convincing. Another defect in- 
herent to this method of therapeutics when applied to gyne- 
cology is the ease with which it lends itself to further the 
ends of the ignoramus or charlatan. 

Aside from these defects, which to our mind are in- 
herent in tne method, the book is well and clearly written 
by an author, who, although an “electro-gynecologist,” is 
also a gynecologist. The various diseases are detailed as 
in other text-books and many, perhaps too many, cases are 
cited in extenso. A great majority of the treatments re- 
quire intrauterine introduction of instruments, which in 
many ways adds to the dangers of the methods. More- 
over, these latter have been tested by the preceding med- 
ical generation and found wanting. 


The Elements of the Science of Nutrition. By Gra- 
HAM Lusk, Ph.D., F.R.S. (Edin.), Professor of Physi- 
ology at the Univ ersity and Bellevue Hospital Medical 
College, New York City. Octavo. Illustrated. Phila- 
delphia and London: W. B. Saunpers Company, 1906. 


Although the importance of dietetics in medical prac- 
tice is becoming more and more recognized, there are prob- 
ably but very few practitioners that understand the ra- 
tionale of the measures which they prescribe to their pa- 
tients. This is probably due to the fact that the literature 
dealing with the newer problems of metabolism is pub- 
lished in journals with which the average practitioner 
does not come in contact. It has been the worthy purpose 
of the volume before us to fulfil this object. In order that 
the subject may be more easily grasped, the author has 
introduced no statement without endeavoring to give the 
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proof that it is true. This in a measure disbars any criti- 
cism of the text, and we will content ourselves by merely 
indicating the scope of the work by noting the headings 
of the various chapters. These are: The feces; Starva- 
tion; The regulation of the temperature; The influence of 
proteid food; The specific dynamic action of the food- 
stuffs; The influence of the ingestion of fat and carbo- 
hydrate; The influence of mechanical work on metabolism; 
A normal diet; The food requirement during the period 
of growth; Metabolism in anemia, at high altitudes, in 
myxedema and in exophthalmic goitre; Metabolism in 
diabetes and in phosphorus poisoning; Metabolism in 
fever; Purin metabolism; Gout, and theories of meta- 
bolism and General Review. 

The author is to be commended not only for his per- 
ception of a definite want, but also for the interesting 
manner of exposition. 


A Guide to Diseases of the Nose and Throat and Their 
Treatment. By Cuartes A. Parker, F.R.C.S., Edin., 
Surgeon to the Throat Hospital, Golden Square, W. 
Octavo; 624 pages; 255 illustrations. New York: 
GreEN & Co. London: Epwarp 
1906. 

This work is divided into six sections: The first deals 
with methods of examination and treatment; the second 
discusses the complications of the upper respiratory tract 
in relation to general medicine; the remaining four deal 
with diseases of the nose, naso- pharynx, oro-pharynx and 
larynx, respectively. The work is an excellent example of 
a well-balanced text-book. It is free from fads, although, 
as might be expected, the methods of treatment are largely 
colored by English customs. The style is easy and the 
arrangement is very systematic. The only criticism that 
might be made is the very large number of drugs that are 
recommended by the author. This is very apt to create 
confusion. The illustrations are numerous, and, while 
not at all remarkable, are satisfactory. 


Perjury for Pay. An Exposé of the Methods and Crim- 

inal Cunning of the Modern Malingerer. By Wutt1s 

. Kine, M.D., Ex-Assistant Chief Surgeon of the 

Missouri Pacific Ry. System; Author of “Stories of 

a Country Doctor.” Octavo; 312 pages. Kansas City: 
Tue Burton Co., 1906. Price, $2.00. 


This book aims to expose the methods whereby the un- 
scrupulous, malingerers and the professional accident man- 
ufacturers mulct the railroads. The author is a strenuous 
advocate of these corporations, and says “that railroad com- 
panies are even anxious to settle, and to settle early” for 
all injuries. 

The author’s exposition is anything but scientific; it is 
rather a recital of numerous instances of fraud that have 
come under the author’s observation. Despite a peculiar 
naivete of style and copious lapses into bad grammar the 
volume is interesting reading. 


The Practitioner’s Medical Dictionary. Illustrated 
Dictionary of Medicine and Allied Subjects, Including 
All the Words and Phrases Generally Used in Medi- 
cine, with Their Proper Pronunciation, Derivation, 
and Definition, Based on Recent Medical Literature. 
By GEoRGE M. Goutp, A.M., M.D. Octavo; 1,043 
pages; 388 illustrations. Philadelphia : EF: BLAKISTON’S 
Sons & Co., 1907. Soft leather, $5.00 net. 


This dictionary, though compact in size, is very com- 
plete and gives excellent and detailed information. The 
terms of the Basle anatomical nomenclature are used, and 
a full list of eponymic terms is included. The paper, 
typography and general make-up leave nothing to be de- 
sired. The volume will answer for all the needs of the 
practitioner and student. 


The Hygiene of Pregnancy. By Wa ter B. JENNINGS, 
h.B., M.D. Duodecimo; 48 pages. New York: 
Menpicat Review oF REVIEWS. 

This booklet gives a brief summary of the anatomy and 
physiology of the female organs. It then reviews the 
hygiene and therapeutics of pregnancy and infant feeding, 
and concludes with a description of milk laboratories and 
the sanitary rules of New York City. 


Progress in Surgery. 


A Résumé of Recent . Literature. 


The Opsonic Content of the Blood of Infants. S. Am- 
BERG, Baltimore. Journal of the American Medical 
Association, No. 4, 1907. 


Following the method of Simon and Lamar with adults, 
Amberg has tested the opsonic content of the blood in 
infants, breast-fed and otherwise, and in different con- 
ditions of health and nutrition. The bacillary species used 
was Staphylococcus citreus, and the results in the differ- 
ent groups are given in tabulated form. His results do not 
altogether support Moro’s finding that the blood of breast- 
fed infants always exceeds in bactericidal power that of 
other infants. While the kind of food may exert an in- 
fluence, other factors must enter into consideration. One 
of these appears to be the state of nutrition, but there are 
indications that there are still other factors that come in 
play in certain cases. While he admits the insufficiency 
of the data, the small number of cases (45), and the fact 
that dispensary material is not altogether ideal, he offers 
tentatively the following conclusions: 1. The opsonic con- 
tent of the infant’s blood does not seem to follow the rules 
laid down by Moro for the bactericidal power of the blood. 
2. The average values for the opsonic content of infants’ 
blood exceed those laid down by Simon for normal adults. 
3. A distinct advantage seems to exist in favor of the 
breast-fed infant. This advantage does not seem to be 
dependent so much on the breast feeding as such, as to 
some extent on the state of the nutrition of the infant 
and perhaps on the constitution. 


The Functional Hypertrophy of Transplanted Thyroid 
Tissue in the Human Being (Ueber funktionelle Hy- 
pertrophie iiberpflanster Schilddriisenstiicke beim Men- 
schen). H. Curistrant und E. Kummer, Geneva. 
Muenchener Medizinische Wochenschrift, No. 48, 1906. 


The authors have, in previous communications, shown 
that immediate thyroid transplantation, in the same spe- 
cies, is a successful means of curing severe myxedema or 
cretinism. The desiderata are small pieces of tissue and 
immediate transplantation (10 seconds or less). In a 
recent case they had the opportunity of examining some 
of the grafts three years after operation. 

A woman 36 years of age was operated on for severe 
goiter which caused marked pressure symptoms. Both 
large lateral lobes were removed, only a small isthmus 
being left. As cachexia strumipriva was feared, several small 
pieces of apparently normal thyroid tissue were taken from 
the right lobe and transplanted beneath the skin over the 
acromion process. The patient recovered promptly from 
the operation and has remained well. The thyroid isthmus 
has increased in Size, likewise the implanted pieces of 
thyroid tissue which have now reached several times their 
original dimension. One of the grafts was excised three 
years after operation and proved to be composed of per- 
fectly normal, functionating thyroid acini. Another woman 
operated upon on the same day and in an exactly similar 
way (except for the grafting) as the first patient, died 
a year later from cachexia strumipriva. 


The Antigonococcus Serum of Rogers and Torrey in 
Epididymitis. G. K. Swinsurne, New York. Jour- 
nal of the American Medical Association, No. 4, 1907. 


The author has employed the Rogers and Torrey anti- 
gonococcus serum in 13 cases of epididymitis. He was 
able to trace 11 of the patients through the whole course 
of their ailment. Eight were treated within 24 hours of 
the beginning of their symptoms; three had had the trouble 
three or four days. Three patients received 2 injections, 
four received 3, two received 4, and two received 5 in- 
jections. In three patients who received 2 injections 
twenty-four or forty-eight hours apart, there was apparent 
complete recovery in a few days, then a slight relapse re- 
quiring another injection (which if used before, might 
have prevented the relapse). The injections were given 
as Dr. Rogers gave his, on the back of the arm, with due 
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aseptic precautions. In all the cases but two, the patients 
had no pain after the fourth day, except in the three who 
relapsed. In five there was left no trace of the disease, 
in four there was a slight nodule, and in two there was 
a rather soft mass left about the epididymis. Four of the 
cases were severe from the start. Swinburne believes the 
serum had a distinct effect in all the cases, markedly modi- 
fying the course and shortening the duration of the dis- 
ease, and in several of the cases the quickness of the re- 
covery was remarkable. The cases are reported in detail. 


Serum Therapy in Graves’ Disease. JouHN Rocers, New 
York. Long Island Medical Journal, January, 1907. 


This is a report of the later results obtained by the 
author through the injection of antitoxic serum: It may 
be necessary to repeat that the serum is obtained by in- 
jecting pulpified thyroids obtained from operated cases 
of Graves’ disease into rabbits. After a number of in- 
jections, the rabbits are bled, the serum is separated and 
used for purposes of injection. Of 56 cases in which this 
method of treatment has been used, 18 have been cured 
of every symptom, 31 had been improved, 3 had failed 
and 4 had died. In men, the cure seems to be peculiarly 
obstinate, inasmuch as only one case out of four recov- 
ered completely. The author attempts to correct the im- 
pression that the serum is dangerous. The rabbit serum 
may cause occasionaily disagreeable symptoms, but never 
death. The sheep serum which the author occasionally 
uses is absolutely free from baneful effects. 


Modern Surgery of the Kidney. H. Kimmer, Ham- 
burg. Surgery, Gynecology and Obstetrics, January, 
1900. 

The x-ray has invariably shown renal calculi if the 
proper technic was observed. Of 84 operations, 65 previ- 
ously showed stones on the plate. The chief desiderata 
are a soft tube, good diaphragm and careful selection of 
the position of the patient; fat as well as thin people can 
be taken. The shadow is found immediately below the 
twelfth rib several centimeters from the spinal column. 
In horseshoe kidney the shadows were at the level of the 
tenth dorsal vertebra and closer to the median line. 

Cystoscopy is an invaluable method of diagnosis; it 
shows the presence or absence of two ureteral openings, 
whether the kidneys are functionally active and one or 
both urines, clear, turbid or bloody. Segregators have 
proven unsatisfactory. Except in children narcosis was 
rarely necessary. 

The renal function was determined by a combination of 
methods. The total urea excreted by each kidney is of 
some value. Less than from 15-16% grams in 24 hours 
is pathological; the urea may run as high as 20-25 grams. 
The amount of urea secreted from each kidney is im- 
portant; great differences are pathological. 

The phloridzin method (subcutaneous injection of I-1.5 
mg.) should show sugar in the uririe after 15-20 min- 
utes; sugar’ reaction appearing much later in one kidney 
speaks for disease. 

The indigo-carmine method is of use to beginners in 
facilitating ureteral catheterization; in ulcerative cystitis, 
trabeculated bladder, etc., it proves of assistance to the 
experienced; it also shows escape of urine alongside the 
ureteral catheter, should this accident occur. This method 
never makes ureteral catheterization unnecessary. 

The author has had over 1,000 cryoscopic determina- 
tions made within the last five years. Cryoscopy shows 
the change of relations between two chemically similar 
solutions of different concentration (in this case differ- 
ence im osmatic pressure between blood and urine). 
Broadly speaking, while kidney function remains normal 
the osmatic pressure of the blood (indicated by the freez- 
ing point) remains constant; when kidney disease super- 
venes the osmatic concentration of the blood is increased, 
that of the kidney decreased. The more concentrated a 
solution is the farther is its freesing point below that of 
distilled water. 

Some determinations were made by means of the elec- 
tric conductivity of the solution, a ‘parallel method, but 
not as practical. Cryoscopic examination was performed 
with the Beckmann apparatus. Details of the method are 
given in the original article. The freezing point of the 


blood is indicated by “‘d,” that of the urine by “A”. Nor- 
mally the blood freezes 0.56° below distilled water; ab- 
breviated by “d” = .56°. The blood is taken from an 
arm vein, 15-20 c.cm. being required. 

In normal individuals the “d” was nearly constant at 
56°; it did not rise above .57°; in anemic people 
.55° or less can be found. Where the total kidney — 
tion was disturbed “d” fell below .58°, reaching .60°-65°. 
There was a coincident decrease in the molecular con- 
centration of the urine (A. = 0.9°-0.3°). in cyanosis, 
fevers, typhoid, etc., no change in concentration was noted. 
In eclampsia, in cachexia, in tumors | pressing on the 
ureters there was some lowering of ‘ 

If the freezing point of the blood, Ceaeaiaiiss by an 
experienced oberver reaches or falls below .60° it is ex- 
tremely hazardous and inadvisable to remove a kidney. 
In Kiimmel’s five cases in which this was done, death 
promptly followed. In anuria “d” gradually sinks, reach- 
ing .60° or higher until death supervenes. 

When the disease is unilateral a freezing point of .55°- 
.57° was always found; the urea also remained normal, 
although such urines might show blood, pus, bacteria, etc. 

Ureteral catheterization is necessary for urine cryoscopy. 
Cryoscopy of the mixed urines is of no value. In prog- 
nosis cryoscopy is of value especially in cystitis due to 
prostatic enlargement. Normal freezing point of the blood 
shows absence of severe disease. In local kidney dis- 
ease, even small foci of tuberculosis, stones, tumors, the 
urine of the affected side shows a decreased molecular 
concentration. 

At Kiimmel’s clinic a suspected kidney case is sub- 
jected to abdominal examination, the urine is studied, 
cystoscopy and ureteral catheterization performed. Then 
the freezing point and urea of the two kidneys are de- 
termined; the urine is also studied bacteriologically, micro- 
scopically and chemically. Skiagrams are taken if a cal- 
culus is suspected. Finally the freezing point of the blood 
is determined. 

In determining upon nephrectomy, if “d” is normal the 
operation may be undertaken. In no case did “d” below 
.60° prevent operation, but only nephrotomy was done. 

In all, Kiimmel has done 404 kidney ae 
these 189 were nephrectomies, 133 nephrotomies. Of all 
cases 12.6 per cent. died. Of the nephrectomies 41 were 
done before modern methods of examination were in 
vogue; of these 36.5 per cent. died. Since then 148 
nephrectomies showed a mortality of only 6.7 per ag 
(in 3 cases d = .60° was not heeded, these all died; 
these are subtracted only 4.7 per cent. died). 

— of other operations performed are given in the 
article. 


When Should Laparetomized Patients Be Allowed to 
Get Out of Bed? (Wann soll man Colliotomierte 
aufstehen lassen?). Cart Hartoc, Berlin. Berliner 
Klinische Wochenschrift, January 7, 1907. 


In Landau’s gynecological clinic in Berlin, with which 
the author is connected, the patients are allowed to get 
up on the fifth to the ninth grag after abdominal section. 
The advantages claimed are: 1. More rapid convalescence. 
2. Elimination of lung natin. 3. Improvement in 
the digestive functions. 4. Lessened risk of thrombus or 
embolus formation. 


Substitution of the Thumb by the Great Toe (Ersatz 
des Daumens aus der grossen Zehe). F. Krause, Ber- 
lin. Berliner Klinische Wochenschrift, November 26, 
1906. 


The patient lost his thumb through an accident and was 
much hindered in his occupation thereby. Krause per- 
formed the following operation: The tissues over the 
stump were freshened; a transverse incision at the base 
of the great toe was made on its dorsal aspect, the joint 
was opened and the head of the metatarsal bone was ex- 
cised to afford more space. ‘The stump of the thumb was 
then sutured to the wound on the toe, tendon being sewed 
to tendon, fascia to fascia and skin to skin. ‘The parts 
were immobilized for seventeen days; at the end of this 
time the plantar tissues were divided and the suture of 
the parts was completed. The result at the end of 3% 
months was excellent both cosmetically and functionally. 
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The joimt is movable and the patient possesses some active 
motion. 


The Treatment of Trigeminal Neuralgia by Means of 
Peripheral Operations. A. Moscucowi1tz, New 
York Medical Record, February 16, 1907. 


In a previous communication, the author showed that 
recurrences after operations for trigeminal neuralgia were 
due to regeneration of the nerve. In order to obviate this, 
he devised small gold buttons which could be tightly in- 
serted into the foramina of exit after the affected branches 
of the fifth nerve had been divided. The operation is 
practically without danger and can be performed under 
— anesthesia. He reports three cases with perfect re- 
sults. 


Notes on Three Cases of Rupture of the Tendo Achil- 
les; Two Compound and One Simple. W. H. 
Brown, Leeds. Lancet, January 19, 1907. 


The case of simple rupture was due to a sudden violent 
effort while playing tennis. The space between the di- 
vided ends was sufficient to introduce two fingers. The 
limb was fixed in the position of equinus and at the end 
of three months the limb was perfectly sound. The two 
cases of compound rupture occurred in the same way. 
The patients placed the foot in a broken wash basin which 
tipped over, the jagged end cutting deeply into the tissues. 
Primary. suture was performed with good results. In order 
to prevent the obvious danger of too early strain, the 
author devised a special boot attached to which was an 
artificial tendo Achilles. The latter consisted of a pow- 
erful elastic attached to two circular bands, the one em- 
bracing the calf, the other surrounding the thigh just 
above the knee. 


Ruptures of the Urethra, Intrapelvic and Perineal. 
E. DeanesLey, Wolverhampton. Lancet, January 12, 
1907. 

In the author’s experience the text-book descriptions 
of urethral lacerations due to violence are not correct. 
He has found that ruptures due to direct fall or blows on 
the perineum usually take place in the urethra in front of 
the broad ligament. ‘lhe rupture is usually complete. In 
these cases the extravasation of urine is modified by the 
anatomical outlines of Colles’ fascia. When the trauma 
is the result of violent lateral compression of the whole 
pelvis, the rupture is almost always a complete one in the 
membranous urethra behind the triangular ligament, at the 
point where the urethra enters the apex of the prostate. 
In these cases, the urine collects in the prevesical space, 
i. e., the extravasation is intra-pelvic. The reason why the 
urethra ruptures in lateral compression of the pelvis is 
due to the accompanying antero-posterior lengthening of 
the pelvic diameter which ensues, causing a laceration of 
the fixed portion of the intrapelvic part of the urethra at 
its weakest part. The author has also seen ruptures of 
the membranous urethra due to antero- -posterior compres- 
sion of the pelvis. The situation of the extravasated 
urine in the second group of cases should be remembered 
when the catheter is introduced. The tip of the catheter 
enters the pre-vesical space, draws off the urine and the 
surgeon may conclude that he has emptied the bladder. 

As regards treatment, Deanesley advises perineal section, 
finding the two ends of the torn urethra, introduction of 
a soft catheter into the bladder, suture of the perineal 
incision with the exception of a small opening for a 
drainage tube or gauze, and constant drainage of the blad- 
der through the catheter by means of the Cathcart 
apparatus. If the rupture is complete a few sutures 
should be introduced. The author emphasizes the neces- 
sity of early operation. 


Appendicitis (Zur Appendicitisfrage). E. Haim, Bud- 
weis. Zentralblatt fiir Chirurgie, No. 2, 1907. 

The avtthor desires a general statistical publication on 
the bacteriology of appendicitis derived from many inde- 
pendent sources. He has found that at certain times of 
the year, in the spring during March and April, and in 
the fall during October and November, cases of severe 
streptococcus appendicits with diffuse peritonitis, are en- 


demic and frequent. At times certain symptoms, such as 
herpes and jaundice, appear more frequently. The mild 
form, produced by colon-bacilli, is equally common 
throughout the entire year. Again, in certain regions the 
infection is predominantly due to different organisms—in 
northern countries to colon bacillus and pneumococcus, in 
Germany, France and possibly in “America to streptococ- 
cus and colon-bacillus, in Italy and England to the colon- 
bacillus alone. These differences in the bacterial causes 

may account for the differences in mortality. 

Streptococcus invasion seems as common in the first at- 
tack as in later ones; it is more frequent in younger in- 
dividuals; if it attacks older people the outcome is usually 
fatal. Early operation is indicated. 

Large statistics may throw additional light upon these 
doubtful points and are to be urgently desired. 


Typhoid Appendicitis. R. S. Fow er, Brooklyn. Long 
Island Medical Journal, January, 1907. 

Fowler recognizes four types: 1. Appendicitis preceding 
typhoid some weeks before the onset. Whether the appen- 
dicitis has anything to do with the subsequent typhoid is 
a question. 2. True typhoid appendicitis occurring at the 
onset of typhoid fever and rapidly followed in a few days 
with indubitable evidences of typhoid. Clinically these 
cases are mild in character and the question of differential 
diagnosis between the two diseases arises very frequently. 

3. Appendicitis occurring in the course of a well-marked 
case of typhoid fever. In these cases the appendicitis may 
take on any form. 4. Appendicitis may follow typhoid 
fever after several months. The appendicitis may or may 
not be associated with the previous typhoid. The impor- 
tant question in regard to typhoid appendicitis is that of 
treatment. The only difficulty arises in groups 2 and 3. 
In regard to the second group, the author’s own feeling is 
that, “if the symptoms are sufficiently pronounced to war- 
rant the diagnosis of appendicitis, it is best to operate.” 

The author believes that the operation is attended with 
little danger and does not influence the subsequent course 
of the typhoid to any extent. In group 3, the indications 
for operation depend entirely on the severity of the in- 
flammation, both appendicular and typhoidal, and the con- 
dition of the patient. 


A Further Study of Perforation of the Bowel in Ty- 
phoid Fever. J. A. Scott, Philadelphia. New York 
Medical Journal, February 9, 1907. 

From a study of 84 perforations in 3,006 cases of typhoid 
fever occurring in the Pennsylvania Hospital since 1901, 
the author arrives at the following conclusions: 

1. Perforation of the bowel in typhoid fever is more 
common than is generally supposed, occurring once and a 
trifle over in every three deaths. 

2. The most common time of perforation is between the 
fourteenth and the twenty-first days. In 92 per cent. of 
the cases in this series the perforation occurred between 
the second and fifth week, inclusive. The earlier cases are 
probably perforation in a relapse; now and then perfora- 
tion may occur without evidence of previous illness. 

3. Perforation occurs in cases of all grades of severity, 
from the ambulatory to the hemorrhagic type. It is most 
common in those with moderate (25 per cent.) and severe 
(50 per cent.) infection (75 per cent.). It is more com- 
mon in the hemorrhagic than in the mild cases (10.8 per 
cent. to 8 per cent.). 

4. The ileum is the common site of perforation (88 per 
cent.) ; the majority occur within twelve inches of the 
ileocecal valve; the appendix and colon, respectively, are 
the next most frequent sites of perforation in this series 
of cases. 

5. Pain of some kind is present in 75 per cent. of all 
cases. In 50 per cent. of the cases the onset is sudden and 
severe and of increasing intensity, localizing itself to a 
special zone. In 20 per cent. of the cases the pain is of 
slow onset, not localized, with general distribution. In 
some cases (12 per cent. of this series) no pain is com- 
plained of, and the usual symptoms of perforation are ab- 
sent. 

6. Tenderness and rigidity are present in from 75 to 65 
per cent., respectively, of all cases, and are usually com- 
bined; in some cases either one or the other may be want- 
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ing; rigidity especially may be absent in cases with rather 
a pendulous and relaxed abdominal wall. 

7. When perforation is suspected the temperature should 
be taken every hour; only by this means can the immediate 
rise and slow fall to normal or subnormal which often 
occurs be detected; in some cases, and especially those of 
extreme toxicity, no noteworthy change at all in the pulse, 
temperature, or respiration can be detected when perfora- 
tion occurs. Diagnosis is then only an inference. 

8. Distention (if absent during the course of the dis- 
ease and at the time of suspected perforation) is a late 
symptom of perforation. The obliteration of liver dulness 
is not a reliable sign of perforation. 

9. The study of leucocytes is of little aid. In a few 
cases their increase is such as to assure you of your diag- 
nosis. In a considerable number of cases there is a de- 
cided reduction in leucocytes after symptoms of perfora- 
tion. Differential counting is not of practical use. 

10. Before being assured of our diagnosis right-sided 
pleurisy, pneumonia (especially in the young), cholecystitis, 
acute gastrointestinal indigestion, femoral and iliac throm- 
bosis, appendicitis, peritonitis without perforaton, systitis, 
rupture of a mesenteric gland, or even hemorrhagic ex- 
udation into the abdominal muscles (Zenker’s degenera- 
tion) should be considered. Even then mistakes in diag- 
nosis will be made. 

11. While nature will infrequently close one, two or even 
three perforations, the only rational procedure when per- 
foration occurs is operative interference. No case is too 
desperate for the attempt. Not infrequently the so-called 
mild cases succumb, while very ill ones recover. 

12. The diagnosis made, time for operation has arrived; 
its important point is rapidity. Closure of the perfora- 
tion and drainage is all that is needed; fifteen to twenty 
minutes should suffice. 


The Management of Bowel of Doubtful Vitality in 
Operations for the Relief of Strangulated Hernia 
and Intestinal Obstruction. Hatt, Cincin- 
nati. American Journal of Obstetrics, February, 1907. 


In the relief of strangulated hernia or of intestinal ob- 
struction three conditions of the bowel are met with. In 
the first the bowel is evidently viable; in the second it is 
assuredly gangrenous and requires resection; in the third 
the state of the gut is in doubt. Just in such conditions, 
especially if the suspicious area is circumscribed and small, 
the author’s procedure is applicable. He surrounds the 
suspected area with a single layer of iodoform gauze about 
3 inches wide, extending from one mesenterial surface 
over the bowel, onto the opposite side of the mesentery. 
The gauze must overlap a small part of the adjoining 
healthy gut. The intestine is returned into the abdomen 
and the end of the gauze led through the lower angle of 
the wound. By the time perforation occurs—third to 
fourth day—the gauze is walled off, and at the worst only 
a fecal fistula develops. On the sixth day the gauze is re- 
moved and a soft rubber drainage tube is introduced. This 
method has been used with success in five cases of hernia 
and in four of intestinal obstruction. 


Value of Tests for Invisible Hemorrhage in Diagnosis 
and Treatment of Diseases of the Digestive. Or- 
gans. F. W. Wuire, Boston. Journal of the Amer- 
tcan Medical Association, No. 6, 1907. 


From an experience of nearly 1,000 examinations of gas- 
tric contents and stools, mainly at the Boston City Hos- 
pital, the author finds that the guaiac or aloin test for 
invisible blood is, in spite of exceptions, the most valu- 
able single clinical method recently developed for the rec- 
ognition of latent cancer and ulcer of the digestive canal, 
and as a guide in the treatment of peptic cancer. It con- 
sists in shaking up 10 c.c. of gastric contents or feces, 
rubbed up with a little water, with 3 c.c. of glacial acetic 
acid and then extracting with an equal volume of ether, by 
gently shaking back and forth. The tube is then allowed 
to stand till a clear layer of ether separates; the latter is 
then poured off and tested for blood by the addition of 
10 drops of freshly prepared tincture of guaiac or aloin, 
and 30 drops of hydrogen peroxid or well-ozonized tur- 
pentine, the latter preferably when aloin is used. In the 
presence of blood the guaiac gives a clear blue color to 


the mixture, while the aloin gives a clear cherry red. The 
method is very delicate as well as very simple and prac- 
ticable, and snould be invariably used in conjunction with 
the other means of physical examination. Its value de- 
pends on the care with which other sources of bleeding 
are excluded. It has most value with the stools, when 
both positive and negative results are significant. With 
gastric contents, positive results are often misleading, but 
negative results are significant. One should never be con- 
tent with a single test, however much it may agree with 
previous opinion of the case. In gastric and duodenal 
ulcer the chief value of the test is: (a) In distinguisning 
ulcer from a disease of the biliary passages or from a 
neurosis; (b) as a premonitory symptom of severe hemor- 
rhage; (c) as a measure of the results of medical treat- 
ment, and as an aid in deciding when surgical measures 
are indicated; (d) in prognosis, in gastric cancer, in diag- 
nosis from anacid gastritis, achylia gastrica, pernicious 
anemia and similar conditions, and from chronic gastric 
ulcer. In general, the test is of great value in discovering 
or ruling out hemorrhage in a suspected case. 


End-to-End Arteriovenous Angeiorrhaphy. H. Liien- 
THAL, New York. Annals of Surgery, January, 1907. 


Using the technic of Carrel, the author anastomosed the 
proximal end of the femoral artery to the distal end of 
the femoral vein, in a case of arterio-sclerotic gangrene of 
the left foot. The patient was 20 years of age and showed 
two gangrenous ulcers of the foot and dusky patches of 
beginning gangrene on the toes, heel and dorsum. Med- 
ical treatment proved of no avail, and the general con- 
dition began to deteriorate. Exposure of the popliteal 
artery showed that it was completely obliterated. Four 
days later an incision in Scarpa’s triangle laid bare the 
great vessels. A few enlarged glands were removed. The 
femoral artery was pulsating only at its upper portion. 
The artery and vein were severed high up and anastomosed 
by end-to-end suture. After a number of minutes the 
ulcers began to exude red blood, but the foot never as- 
sumed an entirely normal hue. Eighteen hours after op- 
eration a distinct line of demarcation had formed reach- 
ing to the calf of the leg. Below this line the tissues were 
cold, numb and gangrenous, no pulsation in the saphenous 
vein. There was profound shock, and death occurred 31 
hours after operation with a terminal temperature of 105°. 
The vessels showed smooth union with a soft (post- 
mortem?) clot in the vein. 

The case was too far advanced to afford much promise 
of success. One other case, that of Hubbard, is on record. 
Here operative recovery, but without cure of the gangrene, 
was obtained. 


A Contribution to the Study of the Treatment of 
Arteriovenous Aneurism (Contribution a@ Vétude du 
traitement de l’anérisme artério-vcineux). D. J. CRan- 
WELL, Buenos-Aires. Revue de Chirurgie, No. 12, 
1906 

The method of arterial and venous suture must be con- 
sidered where ligation of the big arterial and venous 
trunks becomes a menace to the patient. Warren Stone 

Bickam has proposed to apply a modified Matas operation 

to arteriovenous aneurisms which are connected by a di- 

lated intermediate portion. This sac should be opened, 

under Esmarch ischemia, the arterial and venous open- 
ings sutured and the sac of the intermediate part oblit- 
erated. The old method of quadruple ligature and sec- 
tion of both artery and vein has given unfavorable results. 

Naturally conservative operations need be tried only on 

such large vessels as the carotid, femoral or popliteal. 

The author reports two cases. The first was an arterio- 
venous aneurism of the right popliteal vessels. There 
were trophic disturbances and intense thrill. At operation 
the vessels were found deep and surrounded bv a net- 
work of dilated veins. There was no intermediate sac, 
but a true arteriovenous fistula. The space was too small 
and too deep for passing sutures, therefore the venous 
opening was first closed by a lateral ligature, at once fol- 
lowed by a similar ligature on the artery. The thrill at 
once ceased and the circulation was in no way affected. 

Prompt recovery and continued well-being were the out- 

come. 

The second case was that of an arteriovenous aneurism 
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of the common carotid and internal jugular vein of the 
left side, low down in the neck. There was_ left-sided 
myosis, the skin temperature of the affected side of the 
face was higher, sweating of the right side of the face, 
and a marked -thrill. By a large incision and after ex- 
tensive dissection the vessels were exposed. An inter- 
mediate sac was found, but any difficult manipulation was 
out of the question because of the great depth and the 
enormous, dilated venous network crossing all parts of 
the field. It was necessary to put double ligatures on the 
carotid, one below the clavicle, the other above the sac. 
The internal jugular was carefully dissected free from 
the pneumogastric nerve, double ligated and cut away 
from the sac, which was too adherent to remove. Complete 
recovery resulted. It is evident from these cases that it is 
impossible to determine beforehand what operation is to 
be pursued, as the technical difficulties to be encountered, 
adhesions to important organs, etc., cannot be foreseen. 


Gonorrheal Arthritis. J. A. WutHerspoon, Nashville. 
Journal of the American Medical Association, No. 5, 
1907. 

Gonorrheal arthritis is by no means always consecutive 
to specific urethritis, but may develop from the infection 
in any part of the body. He does not, moreover, accept 
the statement of certain authorities that rheumatic indi- 
viduals are more liable to this phase of gonorrhea, except 
in so far as a general lessened resistance may make them 
so. The ‘two diseases are absolutely independent of each 
other. No joint in the body is exempt, but in his experi- 
ence the left knee has been the one most frequently in- 
volved. The disease is in most cases readily distinguish- 
able from articular rheumatism, but there may be more 
difficulty in differentiating some of the chronic cases from 
tuberculous arthritis. In the latter, however, the involve- 

ment of the joints is less apt to be multiple, they are less 
painful and swollen, and the trouble usually dates from 
some injury instead of from a gonorrheal infection. There 
is usually a tuberculous tendency. The prognosis of gonor- 
rheal arthritis is always uncertain; the infection is often 
latent, especially in the glandular type, permanent anky- 
losis is liable to result, and if the heart becomes involved 
it is always of grave prognostic import. Treatment is as 
varied as it is unsatisfactory. In acute cases Witherspoon 
advises rest in bed, fixation of the joint by splints to re- 
lieve pain, which may also call for an opiate. Local ap- 
plications are grateful, and he recommends an ichthyol 
ointment, 50 per cent., early in the case. Salicylates, which 
are very generally given, do no good, but add to the dis- 
comfort by disordering the stomach. In chronic cases, 
general reconstructive measures and potassium iodid are 
useful; and in both forms the cure of the initial lesion 
as early as possible is advised. Witherspoon does not 
agree with those who condemn surgical measures in this 
disease, but thinks that they are of great benefit. Partial 
strapping of the joint will often give Telief; in other cases 
aspiration, and in suppurative cases incision and drainage 
is the only treatment. Fuller’s method of opening and 
draining the seminal vesicles is noticed, and a case is men- 
tioned in which it seemed to be of benefit. The author 
finds it difficult to understand the rationale of this treat- 
ment. 


Fractures of the Base of the Skull. AntHony Bow .sy, 
London. British Medical Journal, January 17, 1907. 


The three most important features of fractures of the 
bases are: 1. Escape of blood. 2. Escape of cerebro- 
spinal fluid. 3. Injuries to the nerve. In fractures across 
the middle fossa (the most frequent site), all three symp- 
toms may even be absent; the escape of blood occurs only 
if the membrana tympani is ruptured, and there will be 
no escape of cerebro-spinal fluid unless the dura is broken 
together with the membrana tympani. The escape of 
cerebro-spinal fluid must not be confounded with the 
escape of the normal mucus of the internal ear. The 
former is characterized by its copiousness, its watery char- 
acter, low specific gravity and the presence of sugar. The 
auditory nerve is the one most frequently ruptured and 
only rarely does healing take place; the facial, on the 
other hand, usually regenerates. In fractures of the an- 
terior fossa the blood escapes through the nose or pharynx. 


It must be remembered that the blood may arise from an 
injury in one of these cavities. The escape of cerebro- 
spinal fluid is usually not noted in fractures of the an- 
terior fossa, because it is invisible and passes into the 
pharynx. Any of the first six nerves may be injured. 
The posterior fossa is less frequently injured than the 
ather two because of the thickness of the bones. The 
diagnosis of basal fracture in this fossa is very difficult 
because it possesses no opening through which blood or 
cerebro-spinal fluid may escape. Occasionally the evidence 
of hemorrhage may be noted by the presence of a hema- 
toma in the occipital region. Injuries of the nerves are 
very rare. 

The most common causes of death in basal fractures 
are hemorrhage, sepsis and injury to the brain. To pre- 
vent sepsis it is important to keep the external communi- 
cations scrupulously clean. This is more easily done in 
the internal ear than in the nose or pharynx. The after 
consequences of cranial fracture, e. g., epilepsy, are briefly 
discussed by the author. 


Another Case of Complete Dislocation of the Cervical 
Vertebrae Ending in Recovery (Ein waiterer Fall 
von Totalluxation der Halswirbelsiule mit Ausgang 
in Genesung). H. Ruieper, Linz. Wiener Klinische 
Wochenschrift, No. 2, 1907. 


About 20 cases of complete dislocation of the cervical 
vertebre followed by more or less complete restoration of 
function, are on record. Of these only two have been 
verified by skiagrams. The following case is now re- 
ported: 

A woman 45 years of age fell seven feet off a ladder, 
striking upon her shoulder and head. She was at once 
completely paralyzed, had severe pain in the back, attacks 
of syncope, disturbances of speech and retention of urine. 
Some restoration of function of the legs appeared after the 
second day; the arms remained paralyzed for over four 
months. 

When admitted to the hospital five months after the 
accident, the legs could be moved in bed, the arms were 
almost completely paretic. The posterior spines of the 
fifth and sixth cervical vertebra were palpable, but none 
higher up. Skiagraphs showed a complete forward dis- 
location between the fourth and fifth vertebre with no lat- 
eral displacement. All the reflexes were exaggerated; 
the bowel and bladder under control. Attempts to pro- 
duce reduction by extension, under ocular supervision of 
the x-ray, failed, likewise incision over the lesion with 
efforts at reduction. Along the anterior surface of the 
spinal column fibrous adhesions nullified attempts to cor- 
rect the deformity. In spite of this ill success improve- 
ment continued and eight months after the accident the 
patient began to walk. Two months later locomotion was 
good, the arms could be moved to some extent and no 
sensory deficiencies were noted. The passing paralyses 
first noticed were probably due to hemorrhage. The 
spinal canal is not diminished in size by the accident. 
Most likely the anterior and posterior ligaments at first 
prevent increase of the deformity and later connective 
tissue growth, and possibly bony ankylosis, assure the 
safety of the patient. Operative interference can only be 
practiced with prospect of success if undertaken early, be- 
fore adhesions have had time to form. 


The Treatment of Fracture of the Humerus Produced 
Intra Partum (Zur Behandlung der intra partum 


entstandenen Humerusfraktur). C. Stunt, Giessen. 
Deutsche Medizinische Wochenschrift, No. 3, 1907. 
Intra partum fracture of the humerus is most frequent 
in breech presentation in consequence of rapid bringing 
down of the arms. It also occurs in head presentation 
when it becomes necessary to liberate the child’s thorax 
by rapid extraction by means of a finger introduced in the 
posterior axilla. Pseudoarthroses and malunion are fre- 
quent. The child usually cries continuously after delivery 
and refuses to take the breast. Crepitus and false point 
of motion can be elicitated, and the affected arm hangs 
flaccid. 
The author reports a case of head presentation in which 
fracture of the upper third of the humerus resulted from 
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rapid extraction, by means of a finger in the axilla. The 
cord went twice about the neck of the child and required 
ligation. Deep asphyxia rendered traction necessary. On 
the second day strips of zinc oxid plaster were fastened 
along the arm and forearm below the site of fracture, and 
extension by means of a weight of half a pound was be- 
gun. The child at once became comfortable. In 14 days 
union was firm and the apparatus was removed. In frac- 
ture of the diaphysis the extension is applied in the mid- 
prone position- (thumb upward). If the upper epiphysis 
has been separated from the shaft extension in full supina- 
tion is indicated. 


Wandering of a Packing, Left During a Laparatomy, 
Into the Bladder (Einwanderung eines bei einer Lap- 
arotomie suriickgelassenen Gazetupfers in die Blase). 
W. Berlin. Zentralblatt fiir Gynakologie, 
No. I, 1907. 

About 200 cases have been put on record in which tow- 
els, packings, instruments, etc., have been left behind dur- 
ing operation. If aseptic they are encapsulated, but sooner 
or later extension through the abdominal wall, bowel or 
bladder occurs. The bladder is the least common site of 
all these. 

The patient was a girl who had had both ovaries re- 
moved by laparotomy, at another Berlin hospital. Ever 
since she had a fistula in the lower part of the scar. The 
fistula would close for a short time and then reopen. 
When seen by Stoeckel a probe showed that the tract went 
behind the uterus down to the vaginal vault. Silver nitrate, 
5 per cent., was injected into the fistula. When the blad- 
der was emptied a few hours later the urine was milky 
white, but if emptied soon after the injection it would 
appear normal. Evidently there was a communication be- 
tween bladder and fistula, but the tract was evidently long 
and the opening narrow. 

Cystoscopy showed a whitish yellow polypoid body about 
the size of an almond pit projecting from the posterior 
vesical surface encrusted with salts. The body in question 
was supposed to be a ligature perforating into the blad- 
der wall, a by no means uncommon occurrence. The 
author withdrew the cystoscope and introduced a long, 
narrow dressing forceps with which he grasped a soft 
body. The softness made him hesitate as it might have 
been bladder wall. Therefore the cystoscope was again 
put in and the bladder found uninjured. Reintroduction 
of the forceps and traction withdrew a 21 centimeter long 
gauze sponge. The hemorrhage that followed was readily 
controlled by injection of cold boric acid solution. No re- 
action followed. Two cysto-photogtaphs show the actual 
condition. 

Inquiry from the operator established the fact that the 
bladder had been injured during a difficult operation for 
double gonorrheal adnexal disease. Later a vesico-abdomi- 
nal fistula developed. Therefore it is plain that the gauze 
prolapsed through a preformed hole and did not perforate 
normal bladder wall. 


Parotiditis as a Complication in Pelvic Surgery, with 
Report of Two Cases. E. LANpHEAR, St. Louis. Co- 
lumbus Medical Journal, January, 1907. 

Two cases are reported; the first followed a curettage 
on the fourth day and developed into an abscess which 
required incision. The second developed on the third day 
after a complete removal of the internal genital organs; 
as in the first case, purulent infection ensued which re- 
quired incision. Of 54 reported cases, 22 follow ovariot- 
omy, the remainder after other intra-abdominal opera- 
tions. The author believes that such parotitides arise from 
infectious emboli due to some error in technic whereby 
infectious material is liberated from the field of opera- 
tion. 


The Prevention of Puerperal Mastitis (Zur Verhiitung 
der puerperalen Mastitis). A. (Tiibingen). 
Zentralblatt fiir Gyndkologie, No. 49, 1 

The author has used “Gaudanin,” the commercial name 
of a solution of pure Para rubber with 1 per cent. forma- 
lin, to paint on the skin in the field of operation. He has 
also applied this antiseptic rubber coating to the nipple and 
its neighborhood, in order to avoid cracks and infection. 

After washing the breast the rubber solution is applied in 


a thin, even coat. As soon as drying begins the thin 
layer of rubber, which is still sticky, is dusted with sterile 
talcum or flour, thus producing a thin but resistant cover- 
ing. The nursing of the child ruptures the membrane im- 
mediately over the openings of the milk, ducts and the 
milk escapes unhindered. The breast can now be washed 
with either water or alcohol. The coating should be re- 
newecd every two or three days, and the old coat can either 
be removed with benzin or left in place. 

By this method many women, who have been unable to 
give their infants the breast, are enabied to nurse, and the 
number of infections is greatly reduced. Over 200 cases 
have been successfully treated according to this plan. 


Preliminary Laryngotomy. J. W. Bonp, London; H. 
T. Butitin, London. British Medical Journal, Janu- 
ary 5, 1907. 

Bond has been performing preliminary laryngotomy for 
the past fifteen years as a substitute for tracheotomy, in 
operations around the pharynx, mouth or nose that are 
attended by much hemorrhage. The operation is briefly 
done as follows: A short transverse incision about one 
inch long is made at about the upper level of the cricoid 
cartilage; a pair of sharp closed scissors curved on the 
flat are plunged through the crico-thyroid membrane down- 
wards and backwards, keeping close to the upper border 
of the cricoid cartilage, so as to avoid the little artery. 
The scissors are then widely opened and a laryngotomy 
tube is inserted; this tube is slightly flatter than a trache- 
otomy tube; it should be fitted with a pilot with not too 
blunt a point. The whole operation takes a few minutes 
and the wound heals in a few days. After the operation 
the pharynx can be easily plugged and the main operation 
proceeded with. Butlin has used this method for the past 
seven years and commends it highly. 


Tumors of the Trachea. Criement F. Tueisen, Albany, 
N Annals of Otology, Rhinology and Laryngol- 
ogy, December, 1906 (Fraenkel Festschrift Number). 

The author gives a short historical account of tumors 
in general, and then mentions in detail the various benign 
and malignant tumors that one meets in the trachea. After 
discussing the etiology, symptoms, diagnosis and prognosis, 
the author recommends the following treatment: In the 
large majority of trachea tumors it is best to remove 
them, even small growths, as soon as the diagnosis is 
made. As a palliative measure in order to relieve the 
patient’s breathing tracheotomy should be performed. In 
over one-half of all cases the tumors are situated in the 
upper third of the trachea, so that a low tracheotomy 
would answer the purpose. Operations through the mouth 
should be performed only for small pedunculated growths, 
situated high up in the trachea. Endotracheal operations 
for malignant growths offer so little chance of success that 
they should not be attempted. The removal of a tracheal 
tumor by tracheotomy or, better, tracheo-fissure, is the 
operation of choice for the majority of cases. After tra- 
cheotomy, small tumors low down in the trachea may at 
times be removed through a cystoscope under direct in- 
spection. 


A New Operation for Correction of the Nasal Septum. 
A. Corrin, Boston. Boston Medical and Surgical 
Journal, January 17, 1907. 

This operation was devised in order to overcome what 
the author believes to be two of the disagreeable features 
of the “window operation,” namely: the long duration 
and the danger of making a perforation in the course of 
freeing the perichondrium on the sound side of the septum 
through a hole on the opposite side. The operation is done 
in two short sittings. In the first, a short, perpendicular 
incision is made on the concave side anterior to the devi- 
ation, the periosteum is lifted up to the edges of the 
deviation and some sterilized vaselin is injected. This 
brings the mucous membrane to the median line and the 
wound is allowed to heal. One week later a correspond- 
ing incision is made on the deviated side (except that the 
incision should be a little anterior), the perichondrium is 
lifted up and there remains the simple problem of re- 
moving a spur; this can be easily done with a knife or 
gouge. A plug of gauze is introduced to keep the apposed 
surfaces together and in a short time the wound is healed. 
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